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Editorials 


STATE MEDICINE A POLITICAL 
FOOTBALL 


State Medicine invariably becomes involved in 
politics making the health of the nation a polit- 
ical football to be used by the particular party 
or clique which happens to be in control. 

The whole theory of State Medicine or com- 
pulsory insurance is unsound economically. 
There has not yet been a scheme of State Medi- 
cine put into practice which gives good care to 
the indigent, They all apply only to those hay- 
ing employment. The fact is, that those who 
are employed could pay for their own medical 
care if they put their health before their pleas- 
ures and luxuries. The average family in Amer- 
ica today pays more for tobacco alone, more for 
candy alone, more for liquor alone, than it pays 
to its family physician. The truth of this state- 
ment was very aptly expressed by Congressman 
Pettengill when he said, “We might as well look 
the fact squarely in the face that the drive for 
State Medicine finds its chief motive power ir 
the desire to shift the economic burden involved 
from the shirker to the worker; the shiftless to 
the thrifty; the waster to the saver; the unfor- 
tunate to the fortunate; the drunkard to the 
sober; in short, to reap where others have sown.” 

Hubbard Prather Saunders, M. D. 
(In Peoria Medical News). 





CANCER IS CURABLE 


The American College of Surgeons at the end 
of 1938 listed 29,195 people as cured of cancer. 

is costing the country $900,000,000 a 
Education of the public relative to the 
curability of cancer began in earnest only within 
the past few years. That a great deal of educa- 
tion still remains to be done was revealed re- 
cently by a survey of the American Institute of 
This survey showed that more 
than ene of every three Americans did not know 
that cancer is curable, if treated in time. Forty- 
one per cent thought cancer is contagious; and 
as to be expected, 75 per cent of the people 
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polled feared cancer more than any other dis- 
ease. The public first began to learn of the 
curability of cancer when the American College 
of Surgeons conducted “Cancer Is Curable” sym- 
posium at their annual meeting in 1932. At 
the 1952 Congress thirty distinguished surgeons 
reported S840 cancer cures with no recurrence of 
the disease five or more years after operation. 
Early diagnosis and treatment made the cures 
possible. Cancer is not likely to recur if there is 
no evidence of it after two years, and five years 
is set as an almost safety index. 

The publicity resulting from the symposium 
conducted by the American College of Surgeons 
in 1932, removed inhibition about cancer and 
cancer cures. Shortly thereafter, lay education 
on symptoms and urgent need of prompt diag- 
nosis and treatment received an impetus that 
has been carried through to the present time. 

Through the public press, radio talks, lectures 
and other means of publicity intensive cancer 
campaigns have been carried on in every State. 
The campaign of publicity has in a large meas- 
ure dispelled the fear that has hampered the ef- 
forts of doctors in the past. Twenty-nine thou- 
sand, one hundred and ninety five former vic- 
tims of this disease is sufficient proof that can- 
cer can be cured, 





URGENT NEED FOR A UNITED 
PROFESSION 

Medical conditions demand far seeing lead- 
ership. If medical integrity is to survive, its 
course must be steered off the rocky shoals 
of state and government dictatorship and com- 
petition. In union there is strength, if organ- 
ized medicine will present a united front suc- 
cess is sure to crown the effort. 

Not a home in the Nation that is not reached 
hy some doctor during the course of the year; 
perhaps not an individual in the United States 
who is not met face to face and engaged in 
personal conversation by one of the medical or 
allied professions in a given twelve months. 

What a power, if organized, would be the doc- 
tors and allied professions of the United States 
in combating medicinizing socialization schemes, 
regimentation of the profession, government dic- 
tation and practice of medicine, government in 
every kind of business and profession, scheme for 
health centers, clinics, health insurance and 
other tax supported medical service schemes. 
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Items that are of vital importance in helping 
to preserve future medical stability and to which 
we should direct our thoughts and best efforts 
are: 

(1) That we continue in the future as we 
have in the past to fight for the economic welfare 
of the physician. 

(2) That we lose no opportunity to advance 
the influence of organized medicine in civic af- 
fairs, 


(3) That we build up the membership of o 


=~ 


ganized medicine to the point of including all 
the ethical, legitimate doctors in the National 
organization. 

(4) That we continue to oppose dictation, in 
any form, of the practice of medicine by lay 
organizations, as well as attempts by individuals, 
medical schools, institutions or corporations to 
supplant physicians in medical affairs or to com- 
pete with doctors in the practice of medicine, 
surgery and the specialties. 

(5) That we promote efficiency in medical 
practice and the highest attainment possible in 
medical science. 

(6) That we advocate unceasing activity on 
the part of the individual -physician in order to 
secure the economic betterment and stability of 
organized medicine as well as individual mem- 
bers that make up the parent organization. 

(7) That we stand four square for the con- 
servation of the ideals and interests of doctors 
both individually and collectively. 

(8) That we develop to the ninth degree con- 
tacts and relationships with civic bodies, to the 
end that we may be able to give them expert 
assistance and advice, and be able to explain to 
welfare units conclusions based on experience 
rather than on theory. 

(9) That there should be an awakening to 
the fact that federal aid, lay interference and 
bureaucratic control are too big a price to pay 
in return for what we get. 

(10) That we are whole-heartedly in favor of 
rigid enforcements of the code of ethics relative 
to publicity and propaganda, ete., by institutions, 
corporations, philanthropic or otherwise as is 
rigidly enforced upon individual physicians. 

(11) That we emphatically maintain, that 
the legitimate function of organized society is 
limited. to public health activities, the teaching 
of personal hygiene, rendering medical service 
to the inmates of charitable and penal institu- 
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tions and education of the public along the line 
of disease prevention. 

(12) That we unreservedly deplore lay dicta- 
tion and practice of medicine as being both an 
absurdity and an anomaly; that the care of the 
sick should be strictly under the supervision of 
scientific trained men; that the treatment of the 
sick is strictly a problem of the medical pro- 
fession. 

(13) That we are primarily opposed to any 
plan for giving medical service that brings into 
the picture of medical practice business methods 
and commercialism which are fatal to medical 
science and to any setup of medical service that 
will break down the relationship between doctor 
and patient or to any plan which will deteriorate 
medical service, inhibit medical advancements, 
and break down confidence in the medical pro- 
fession. 

(14) That we oppose any form of tax sup- 
ported medicine which take increasingly from 
the individual more and more of the responsi- 
bility for his own existence and which enter 
increasingly into the affairs of human life. 

(15) And finally, it must be universally un- 
derstood, that there can be but one master in 
the house of medicine and that is the doctor 
himself, 


MEDICAL WRITING, THE 
TECHNIQUE AND ART 


Dr. Morris Fishbein in a useful and con- 
densed handbook entitled “Medical Writing, the 
Technique and Art,” recently off the press, tells 
why papers sent for publications are so fre- 
quently rejected. Want of space, subject over- 
worked, too theoretical, are given as the most 
frequent reasons for rejection. If you have de- 
livered an address before a medical society, it is 
apt to be prolix, wordy and hastily assembled— 
perhaps just a pot boiler gotten together for read- 
ing rather than printing. Such a paper is likely 
to meet the same fate. Dr. Fishbein thinks that 
“a manuscript that is fit to be read is sometimes 
fit to print, but that a manuscript fit to print is 
always fit to read.” The editor does not like 
long papers and he devotes a whole chapter of 
his book to showing how, by careful revision, 
most papers can be reduced by at least twenty- 





five per cent. 

“In his chapter on style the author enjoins 
simplicity and clearness, in his discussion of sub- 
ject and material he gives admirable advice, par- 
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ticularly elaborating the preparation of the now 
much neglected case report. He discusses the 
detailed construction of the manuscript, title, 
words and phrases, spelling, capitalization, ab- 
breviations, numbers, proper usage in the man- 
ner of pharmaceutical products and prescrip- 
tions, and how to secure a bibliography. With 
considerable detail he goes into the mechanical 
preparations of manuscripts, illustrations, charts, 
and tables. The author concludes with emphasis 
upon the importance of the revision of papers 
to be submitted for publication, telling us that 
Sir William Osler always made at least three 
drafts of a manuscript, Sir Clifford Albutt four, 
and Anatoie France eight, and leaving us with 
the impression that he rather agrees with Tre- 
lease and Yule who recommend ten revisions be- 
fore submitting the result to the printer.” 
(Italics Ours) 





ILLINOIS PHYSICIANS PARTICIPAT- 
ING IN THE A. M. A. SCIENTIFIC 
PROGRAM 
The following Illinois physicians participated 
in the scientific program at the A. M. A. St. 
Louis convention, naming them as they appeared 

on the program: 

Ernest E. Irons, moderator, discussion on 
Pneumonia; O. H. Robertson, etiology, experi- 
mental and general, pathology (infection ; mech- 
anism of invasion; bacterimia, variations, types, 
significance in relation to therapy). 

Andrew ©. Ivy, physiology of the Biliary 
Tract. 

N. C. Gilbert, chairman, section on Practice 
of Medicine, and delivered the chairman’s ad- 
dress for the section. 

{mil Schleicher, a paper on “The Reaction of 
Periphere Blood and Bone Marrow in Chronic 
Hemorrhage and in Essential Thrombocytopenic 
Purpura” (lantern demonstration). 

George K. Fenn, “The Mechanism of Death in 
Pulmonary Embolism” (lantern demonstration). 

Clarence F. G. Brown, “An evaluation of 
Therapy of Peptic Ulcer.” 

M. Herbert Baker, “Treatment of Pneu- 
monia” (lantern demonstration). Paul S. 
Rhoads discussed Dr. Baker’s paper. 

Loyal Davis & John Martin, “Surgical Le- 
sions in the Paratrigeminal Area” (lantern dem- 
onstration ). 

Geza de Takats. Discussed a paper on “Throm- 
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bophlebitis: The Etiologic Factor of Vasospasm 
and the Treatment by Sympathetic Block” (lan- 
tern demonstration). 

Lester R. Dragstedt. Discussed a paper on 
“The Immediate and Late Results of Surgical 
Treatment of Acute Perforations of Peptic 
Ulcer” (lantern demonstration). 

Fred L. Adair and M. Edward Davis, pre- 
sented a paper on “Atrophy of the Vulva” (lan- 
tern demonstration). 

Charles E. Galloway. Discussed a paper on 
“The Responsibility of the Medical Profession 
in the Movement of Birth Control.” 

Franklin F. Snyder. Discussed a paper on “The 
Effects of Obstetric Analgesia on the New Born 
Infant” (lantern demonstration). 

George H. Gardner. Discussed a paper on 
“Post Operative Care of the Urinary Bladder” 
(lantern demonstration). 

Bernard Portis and Harold A. Roth. Pre- 
sented a paper on “Diagnosis and Treatment of 
Hyperthyroidism.” 

F, H. Falls. Discussed the paper of Drs. Por- 
tis and Roth. 

Edward D. Allen. Discussed a paper on “Uri- 
nary Incontinence and Relation to Cystocele” 
(lantern demonstration). 

Sanford R. Gifford. Discussed a paper on “The 
Treatment of Secondary Glaucoma” (lantern 
demonstration). 

Harry S. Gradle. Discussed a paper on “The 
Value of Early Operation in Chronic Primary 
Glaucoma” (lantern demonstration). 

Percival Bailey. Discussed a paper on “Primary 
Tumors of the Optic Nerve: A Phenomenon of 
von Recklinghausen’s Disease; a Clinical and 
Pathologic Study with a Report of Five Cases 
and a Review of the Literature” (lantern dem- 
onstration). 

James E. Lebensohn. Discussed a paper on 
“Cataract Following Inhalation of Paradichloro- 
benzene” (lantern demonstration). 

Edward V. L. Brown. Discussed a paper on 
“Ophthalmology’s Place in the Prevention of 
Blindness.” 

Frank J. Novak, Jr. Discussed a paper on 
“Argyria Resulting from Intranasal Medication” 
(lantern demonstration). 

Howard C. Ballenger. Discussed a paper on 
“Infection of the Mouth and Face” (lantern 
demonstration ). 

(George E. Shambaugh, Jr. Presented a paper 
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on “Diplacusis: A Localizing Symptom for Dis- 
ease of the Organ of Corti; Theoretical Consid- 
erations, Clinical Observations and Practical Ap- 
plication” (lantern demonstration). 

Heyworth N. Sanford. Presented a paper on 
“The Effect of Various Complementary Feed- 
ings on the Gain in Weight and Stimulation of 
Breast Milk During the Newborn Period” (lan- 
tern demonstration). 

Willard O. Thompson and Norris J. Heckel. 
“Treatment with Male Sex Hormones.” F. C. 
Koch, discussed the Thompson-Heckel paper. 

Clarence F. G. Brown. Presented a paper on 
“An Evaluation of Therapy of Peptic Ulcer.” 

M. Herbert Baker. Presented a paper on 
“Treatment of Pneumonia” (lantern demonstra- 
tion). 

J. P. Simonds. Presented a paper on “Ex- 
perimental Studies on the Pathogenesis of Neph- 
ritis” (lantern demonstration). 

Richard B. Richter. Discussed a paper on “The 
Neurotropic Viruses” (lantern demonstration). 

Arthur Weil. Discussed a paper on “Clinical 
Aspects of Vitamin B Deficiencies” (lantern 
demonstration). 

George W. Hall. Discussed a paper on “The 
Post-Traumatic Psychoneurotic State and Trau- 
matic Encephalopathy” (lantern demonstra- 
tion). 

David Slight. Discussed a paper on “The Dif- 
ferential Diagnosis of Anxiety Neurosis.” 

H. T. Carmichael and J. H. Massermann. 
Presented a paper on “Results of Treatment in 
a Psychiatric Outpatient Department” (lantern 
demonstration). 

L. J. Pollock. Discussed paper on “Delayed 
Paralysis of Nerves from Indirect Trauma.” 

Kathleen B. Muir, Evangeline Stenhouse and 
S. William Becker. Presented a paper on “The 
Action of Sodium Thiosulfate, Thiophenylsul- 
fonic Acid and Formaldehyde Sulfoxylate in Ar- 
senical and Mercurial Poisoning in Rabbits.” 

Theodore Cornbleet. Presented a paper on 
“Sugar Metabolism of the Skin” (lantern dem- 
onstration ). 

James Herbert Mitchell. Discussed a paper on 
“Dermatitis of the Kar.” 

Francis E. Senear. Discussed a paper on “The 
Senear-Usher Syndrome.” 

Charles M. McKenna. Presented a paper on 
“Hypospadias (in the Male): The Operative 
Technic for the Correction of Penile Deformity 
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and Reconstruction of the Urethra” (lantern 
demonstration). 

Herman L. Kretchmer and Ralph C. Brown. 
Presented a paper on “Do Alkalis Used in the 
Treatment of Peptic Ulcer Cause Kidney 
Stones” (lantern demonstration). 

E. J. Berkheiser. Presented a paper on “Ex- 
cision of Patella in Cases of Hypertrophic Arth- 
ritis” (lantern demonstration). 

Fremont A. Chandler and John R. Norcross. 
Presented a paper on “Sympathicoblatoma; A 
Report of Four Cases.” 

Edward L. Compere, Samuel W. Banks and 
William N. Krigsten. Presented a paper on 
“Regeneration of the Growth Epiphyses of Long 
Bones” (lantern demonstration). 

Philip Lewin. Discussed a paper on “Low 
Back Pain: Correlation of the Signs and Symp- 
toms of the Various Noninfectious Lesions” 
(lantern demonstration). 

Edwin W. Ryerson. Presented a paper on 
“Excision of Scapula; Report of a Case Showing 
Excellent Functional Result” (lantern demon- 
stration). 

Walter L. Palmer. Discussion of a paper on 
“The Use of Hydrated Trisilicate of Magnesium 
for Peptic Ulcer.” 

Edward L. Jenkinson and Arthur F, Hunter. 
Presented a paper on “Bronchiogenic Carci- 
noma: A Diagnostic Enigma” (lantern demon- 
stration). 

Charles J. Betlach. Discussion of a paper “The 
Effect of Certain Anesthetics on the Blood.” 





OBSTETRICAL DEFINITION 


(Formulated by The American Public Health Asso- 
ciation and Endorsed by The Committee on Neonatal 
Morbidity and Mortality of The American Pediatric 
Society.) 

1. Complete birth. A birth is complete the very 
instant of complete separation of the body of the infant 
from the body of its mother (regardless of whether 
or not the cord is cut, or the placenta detached). 

2. Live birth. An infant exhibiting life after a 
“complete birth.’ The three evidences of life are: 
(a) breathing, (b) heart action or (c) movements of 
a voluntary muscle. 

3. Still birth. An infant which does not exhibit 
evidence of life after a “complete birth’: (no breath- 
ing, no heart action or no movement of a voluntary 
muscle). 

4. Abortion. Any product of conception less than 
28 weeks’ duration, measuring 35 cm. or less, and 
weighing less than 1,500 grams (3% Ib.). 
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5. Premature infant. An infant with a birth weight 
of 2,500 grams (5% lb.) or less, with a “crown-heel” 
length of 47 cm. or less and a gestation of 37 weeks 
or less: the birth weight being the most important 
factor. 

6. Neonatal period. The first 30 days of the infant’s 
life. It is during these first 30 days that the mortality 
of all infant deaths under one year is the greatest 
(67 per cent). The usual causes, usually preventable, 
are prematurity, birth injuries and sepsis. 





ANTEPARTUM CARE: CLINICAL LECTURE 
AT SAN FRANCISCO SESSION 


Otto H. Schwarz, St. Louis (Journal A. M. A., Oct. 
15, 1938), emphasizes the more important points that 
antepartum care involves. It is obvious that the patient 
must report as early as possible in pregnancy. A 
thorough general physical examination should be car- 
ried out early in pregnancy in order to recognize or 
eliminate medical complications. The medical complica- 
tions that give most concern are heart disease, tuber- 
culosis, diabetes and hyperthyroidism. They are in 
themselves problems, but superimposed on pregnancy 
they represent a serious picture and each case becomes 
an individual problem which must be carefully man- 
aged. Repeated pregnancies with medical complications 
should definitely be avoided. Although the mother may 
go through one pregnancy with little additional risk, 
this does not usually hold for repeated pregnancies. It 
is important to recognize pelvic abnormalities early in 
pregnancy; not only the contracted pelvis but the pres- 
ence of pelvic tumors should be determined because, if 
intervention is indicated, they can best be handled early 
in pregnancy. The prevention of serious cases of tox- 
emia of pregnancy and eclampsia can be readily accom- 
plished by the proper antepartum care. 





THE CHEMISTRY OF VITAMIN C 


C. G. King, Pittsburgh (Journal A. M. A., Oct. 15, 
1938), states that a primary requisite for studying the 
chemical nature of vitamin C was provided by Holst 
and Frdélich when they observed that the guinea pig 
could be used as an experimental animal for the study 
of scurvy. Attempts to isolate the vitamin from natural 
products encountered great difficulty because of its ex- 
treme sensitiveness to destruction by oxidation. Isola- 
tion of vitamin C resulted, in one laboratory, from four 
years of systematic fractionation of lemon juice, based 
entirely on biologic assays, and that in another labora- 
tory biologic assay for vitamin function was reported 
five years subsequent to the isolation of the vitamin as 
hexuronic acid, a silver nitrate-reducing agent in tis- 
sues, and two years after its negative assay as a 
hormone. The structural formula of the vitamin, type 
reactions and physicochemical properties are considered. 





A two-year-old infant grew philosophical. “If 1 
had my life to live over again,” he remarked, “I would 
be a bottle baby so that there wouldn't be ashes falling 
into my eyes all the time.’—Med. World. 
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MEDICAL ECONOMICS 


H. M. Camp, M. D. 
E. 


J. H. Hutton, M. D. 
J. R. Neal, M. D. 
Ralph Peairs, M. D. 


The reaction of the national press to the de- 
cision of Judge Proctor of The Federal District 
Court in Washington has been most favorable 
to the medical profession. The J. A. M. A. of 
August 12 presented editorials from different 
parts of the Nation and practically all of them 
agreed that the decision declaring the practice 
of medicine a profession and not a trade, was 
as expected and thereby the issue had been defi- 
nitely clarified. Even the threat of reference 
to the Supreme Court has in no way changed 
the general impression that the medical pro- 
fession has been exonerated of all suspicion of 
violation of the Sherman Act. One of the best 
articles on the decision was presented by The 
United States News of July 31 under the head- 
ing “Medicine Not a Trade—Anti-Trust Suit 
Checked.” The first sentence read “The first 
important stop-sign in the Government’s anti- 
trust crusade was a twelve page Federal Court 
decision.” This was followed by a thorough re- 
view of the story of the suit and the reading of 
the article is well worth the time of any medi- 
cal man interested in the details of the story. 
In other articles and editorials the opinion is 
quite freely expressed that the decision will 
have a salutatory effect on the other activities 
of the Anti-trust division of the Department of 
Justice. 

If the decision has stopped further prema- 
ture attempts to coerce the professions into 
friendly agreements entered into to avoid prose- 
cution, or possibly persecutions as some of the 
articles intimated, the fight of the medical pro- 
fession may eventually be one of the really im- 
portant ones of this decade. 

As intimated in the -last article in this col- 
umn, the plan of the Farm Security Adminis- 
tration in North Dakota for furnishing medi- 
eal care to their clients in North Dakota has 
had considerable trouble and the opinion ex- 
pressed by many of the thinking men of the 
profession that the money allotted was entirely 
inadequate has been verified. In order to save 
their face with the higher ups, as well as their 
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clients and possibly the medical profession of 
at least North Dakota, the annual allotment 
has been increased considerably and an attempt 
is now being made to reenlist the medical pro- 
fession of the state in the new plan. That this 
is not meeting with the approval of all the medi- 
cal profession of the state is proved by a let- 
ter published in The Victor News for August, 
1939, on page 5. This letter will follow in this 
column, immediately after this article. The 
contents will definitely answer the question in 
the minds of many of us as to the success of 
the plan in North Dakota. On page 49 of 
Modern Medicine for August appears an arti- 
cle entitled “Local Treatment Versus National 
Panaceas,” which tells the results of experiments 
in North Dakota, Wisconsin, California and 
Australia in furnishing the low income group 
with medical care either under governmental or 
medical society supervision. The article is most 
critical of the result obtained under govern- 
mental control. If this article is still available, 
take time to read it. 

Another article containing food for thought 
as to results of Group Hospitalization plan is 
to be found on page 28 of the August issue of 
Medical Economics on the subject “The Crisis 
in Group Hospitalization.” With the general 
acceptance of the plan by both the laity and the 
medical profession as well as the phenomenal 
growth of the associations, it is well to consider 
some of the apparent difficulties of the plan and 
its successful administration. It has been the 
common opinion of both its opponents and pro- 
ponents that an epidemic similar to that of In- 
fluenza in 1918 would during the first few years 
of any such plan result in financial crises, more 
severe the sooner they arrived and the less the 
surplus funds available at that time. Few had 
considered the dangers discussed in this arti- 
cle, although from the start the majority of the 
medical profession had been opposed to the in- 
cluding of any form of medical care in the hos- 
pitalization plan. But apparently it has been 
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included in some of the plans with results ex- 
actly as feared by the medical profession. 

Current medical journals continue to report 
various plans for furnishing medical care on 
a pre-payment plan in various parts of the 
nation. It is too early to report definitely on 
the success or failure of any plan. Many states 
are trying out several different plans in differ- 
ent cities within their boundaries and in the 
next few years they should be able to outline 
definite successful plans. In accord with the 
instructions received at the meeting of the 
House of Delegates in Rockford in May, 1939, 
this problem is receiving much study by several 
committees of the Illinois State Medical So- 
ciety. Their conclusions will be correlated by a 
special Committee from the Medical Economics 
Committee who expect to have a definite report 
ready at the next meeting of the House. Mean- 
while, plans in nearby states are being investi- 
gated either by correspondence or by visiting the 
same, so that the success or failure can be 
checked from all angles. Much of the time of 
the last meeting of the Council was given over 
to consideration of this problem. All of the 
time of the meeting of this Committee, which 
was held immediately following adjournment 
of the Council was given to this problem. We 
must remember that the American Medical As- 
sociation report that there are over a thousand 
such plans in operation in the United States at 
this time. It is of course impossible to study 
all or even most of them, but enough can be 
studied to select the successful portions of the 
best plans to use the same in any plan to be 
outlined for consideration at the next annual 
meeting. If those of you, who have plans or 
ideas on the subject, will get in touch with some 
member of this committee, whose names will 
be found at the top of this column and _ talk 
over your ideas with said member, I am sure 
that it will be to the mutual advantage of all 
concerned. 

Meanwhile, remember that your Senators and 
Representatives are at home looking over their 
political fences. Take time off and let them 
know that you are one of their constituents and 
that you have definite ideas as to what you 
want done down at Washington, particularly as 
it affects the medical profession. They will be 
glad to listen to you. That is one of the reasons 
they are home. But go to them prepared with 


CORRESPONDENCE 207 


definite facts and reasons why Senate Bill 1620 
should be defeated. 
EK. 8S. Hamilton, M. D., 
Chairman. 


NORTH DAKOTA DOCTOR SPEAKS 
To the Editor: 

In your July number of VICTOR NEWS, 
under News Flashes, I notice an article with 
the heading of Washington, referring to the 
F. 8S. A, health program in North Dakota, and 
the concluding sentence, “North Dakota Medi- 
cal men are reported eager to have the new 
plan start.” 

The propaganda put out by Washington now- 
adays from these various agencies under the 
federal government’s supervision is each day 
resembling more and more the propaganda 
spread about by the dictator countries of Europe. 

I venture to say that there is not one in ten 
M. D.’s in the state of North Dakota who is 
eager to have anything like the last F. S. A. 
setup start again in this state. We were only 
too glad to see that one come to an end, and 
are hoping that we shall never see the like again. 

I just wanted to let you know how most of 
the doctors in North Dakota feel so that you 
will not be misled by articles such as that com- 
ing out of Washington. If they really want an 
opinion so that it can be published they might 
ask a few doctors of the state before drawing 
any hasty conclusions. 

(Signed) R. D. Nierling, M. D., 
Jamestown, North Dakota. 

Kditor’s Note: VICTOR NEWS is always 
glad to publish the opinions, such as Dr. Nier- 
ling’s, of members of the medical profession con- 
cerning articles furnished to or prepared by us 
for publication.— Victor News, August, 1939. 








Correspondence 


THE COLUMNISTS COMMENT ON THE 
ARNOLD PRONUNCIAMENTO 

Paul Mallon, widely circulated by King Fea- 
tures Syndicate, in his column News Behind the 
News, after describing the case and stating that 
if the American Medical Association is a mon- 
opoly so is the American Bar Association, says 
that this suit— 
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would simply mean the Justice Department is 
misnamed and has become instead a prosecution 
department to enforce, not alone the law, but 
social and economic theories. 

Mr. Mallon also indicated that application of 
this principle would mean that newspaper corre- 
spondents might object because some of them 
cannot get into the press galleries of Congress, 
and the attendance on the President’s press con- 
ferences is also strictly limited. Those who can 
get in have a great commercial advantage over 
those who cannot. 

David Lawrence, widely syndicated, feels 
that— 
the doctors have a society which is as much 
entitled to protection under the Wagner Rela- 
tions Act as any other association. 

After explaining his view that the Department 
of Justice has intervened principally to help the 
Group Health Association, Inc., Mr. Lawrence 
says, 

The attempt to drag the antitrust laws into a 
controversy over what is or is not proper med- 
ical care is a piece of amazing political stupidity, 
but it is another example of how the zealots in 
the administration, with the full approval of 
President Roosevelt, are manipulating the laws 
of the United States to gain the goals of their 
so-called social experiments. 

Mrs. Walter Ferguson, after explaining the 
nature of the controversy in Washington, says: 

The average layman holds himself aloof from 
the controversy about his welfare now raging be- 
tween the federal government and the American 
Medical Association. 

If he is a middle-class citizen, he considers 
himself a martyr and is fond of saying that only 
the very rich and the very poor receive any con- 
sideration from doctors—although I doubt 
whether he would be willing to exchange places 
with the poor. 

If we are honest, we must admit that our at- 
titude toward the doctor has always been irri- 
table and without consistency. We're ready to 
spend money on everything except our health. 
Most families will make any sacrifice to buy an 
automobile on the instalment plan, while they 
feel much aggrieved if they have to invest 
monthly sums to pay for medical attention which 
may have kept one of them out of the grave. 


In the Baltimore Sun Mr. Henry I. Mencken 


says: 
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A defect common to all the plans so far pro- 
posed is that they are confined to employed per- 
sons and offer no aid to the unemployed. The 
latter are thus thrown on the free clinics, which 
are mainly manned by doctors who get nothing 
for their work. 

This puts a very heavy burden on the medical 
profession, and there are doctors who begin to 
find it almost intolerable. Proposals have been 
made that the federal government offer them 
some remuneration, and no doubt this will be 
done as soon as the New Deal wizards can get 
around to it. 

But whether the doctors will accept remains 
to be seen. Most of them are unalterably op- 
posed to going on the public pay roll and so 
submitting their work and their fortunes to the 
will and whim of politicians. 

Their opposition is hardly likely to be lessened 
by the fact that all the Communist organs have 
begun a violent campaign against them, de- 
nouncing them as sharks and scoundrels. Or 
by the fact that the New Deal has now joined in. 

Bugs Baer, in a few succinct sentences, puts 
his finger squarely on the political motives in- 
volved in the attempt to make medical care the 
issue in future political campaigns: 

The doctors don’t approve of the federal health 
plan subject to a prescription by thirty-six 
states. A Democratic pharmacist deciphering a 
Republican doctor’s diagnosis might mix in too 
much filibuster and not enough relief. 

Health shouldn’t be subject to politics. And 
when we’re sick we don’t want the opposition 
voting on it. 

The insurance companies are nonpartisan. 
They pay off like a slot machine either way. 

Journal A. M. A. August 13, 1939, says: 

Elsewhere in this issue appeareeditorials pub- 
lished in various newspapers relative to the pro- 
nunciamento of Thurman Arnold, who proposes 
to determine whether or not the American Med- 
ical Association is a monopoly. Seldom has an 
action taken by the Department of Justice 
aroused the public interest and attention devel- 
oped by this action. [In addition to the editorials 
which have appeared in the newspapers, prac- 
tically every one of the columnists syndicated in 
newspapers throughout the country has pad 
something to say on the subject. 
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APPROVED LABORATORIES 


To the Editor: 

Enclosed is a copy of the text of (1) the new 
law requiring physicians to take blood specimens 
for tests for syphilis from all pregnant women 
under their professional care and (2) the 
amended law requiring pre-nuptial physicial ex- 
aminations. Also enclosed is a list of approved 
diagnostic laboratories. 

May I suggest that you publish the text of 
both laws and the list of approved laboratories in 
an early issue of the JOURNAL. 

First, all laboratory tests required by these 
laws, in order to be valid, must be made in lab- 
oratories approved for that purpose by the State 
Department of Public Health and the kind of 
test must be one approved by that Department. 
Second, all cases of infection detected must be 
reported to the Department. Third, a marriage 
license may be issued to a person with evidence 
of infection which is considered non-communic- 
able by the physician only with the approval of 
the State Director of Public Health who is re- 
quired to investigate the situation before giving 
such approval. Exceptions to this are (1) preg- 
nant women and (2) the mothers of living il- 
legitimate children whose fathers are parties to 
the proposed marriages. 

Physicians are required, moreover, to state in 
writing on each certificate of birth or stillbirth 
whether or not a blogd test for syphilis was done 
on the mother of the child. This statement may 
be made on the margin of certificate forms now 
on hand. Future printings will have a special 
place and form for this statement. 

I believe that to publish the texts of the two 
laws and to emphasize especially the points re- 
ferred to above will be of considerable value to 
the medical profession of the State. 

Thanking you for your consideration of this 
matter, [ am 

Very truly yours, 
A. GC. Baxter, M.D.., 
Director of Public Health. 


STATE OF ILLINOIS 
DEPARTMENT OF PUBLIC HEALTH 
August 5, 1939. 
NEW LAWS FOR COMBATTING SYPHILIS 
A law requiring professional attendants to take blood 
specimens for laboratory tests for syphilis from preg- 
nant women and an amendment to the law which re- 


quires prenuptial physical examinations were enacted 
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by the General Assembly which adjourned on June 30, 
1939. Both of these laws are now in full force and 
effect. The text of each is reproduced below. 


TEXT OF LAW ON PRENATAL BLOOD TESTS 


Section 1. Every physician, or other person, attending 
in a professional capacity a pregnant woman in Illinois, 
shall take or cause to be taken a sample of blood of 
such woman at the time of the first examination. Said 
blood specimen shall be submitted to a laboratory ap- 
proved by the State Department of Public Health for 
a serological test for syphilis approved by the State 
Department of Public Health. In the event that any 
such test shall show a positive or doubtful result a sec- 
ond test shall be made. Such serological test or tests 
shall, upon request of any physician in the State, be 
made free of charge by the State Department of Public 
Health or the Health Departments of cities, villages and 
incorporated towns maintaining Health Departments. 

Sec. 2. In reporting every birth or still birth, physi- 
cians and others required to make such reports shall 
state on the birth certificate or still birth certificate, as 
the case may be, whether a blood test for syphilis has 
been made upon a specimen of blood taken from the 
woman who bore the child for which a birth or still 
birth certificate is filed, together with the date when 
the blood specimen was taken and the name of the 
laboratory making the test. In no event shall the birth 
or still birth certificate state the result of the test. 

Sec. 3. This act shall be administered by the State 
Department of Public Health. 


TEXT OF AMENDED LAW ON PRENUPTIAL 
EXAMINATIONS 


Section 1. Section 6a of “An Act to revise the law in 
relation to marriages,” approved February 27, 1874, as 
amended, is amended to read as follows: 

Sec. 6a. All persons making application for a license 
to marry shall at any time within fifteen (15) days 
prior to such application be examined by a physician 
duly licensed in this State as to the existence of or free- 
dom from any venereal disease, and, except as other- 
wise herein provided, it shall be unlawful for the county 
clerk of any county to issue a license to marry to any 
person who fails to present for filing with such county 
clerk a certificate signed by such physician setting forth 
that such person to the proposed marriage is free from 
venereal diseases as nearly as can be determined by a 
thorough physical examination and such standard micro- 
scopic and serological tests as are necessary for the dis- 
covery of venereal diseases. If, on the basis of negative 
laboratory and clinical findings the physician in 
attendance finds no evidence of venereal diseases, he 
shall issue a certificate to that effect to the examinee, 
which certificate shall read as follows, to-wit: 

I, (Name of Physician).............. being a physi- 
cian, legally licensed to practice in the State of......... 
(my credentials heing filed in the office of............ 
We thie Cr O8 .. a5 a as a Coantwrob... 354.5 State 
OP ida ROT ee ) do certify that I did on the 
Rel ee day Of 2.22... bs0cs, 102... -, makesacthérauah 
EXAMINATION OF ..sssseceesseeceeeeees and considered 
the result of a microscopical examination for gonococci 
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and an approved serologica) test for syphilis, which 
was made at my request, and believe................-. 
to be free from all venereal diseases. 


Signature of Physician. 

Such certificate of negative findings as to each of the 
parties to a proposed marriage to which laboratory re- 
ports of microscopical examinations of smears from the 
genitalia for the gonococcus of gonorrhea and sero- 
logic tests for syphilis are attached, shall be filed with 
the county clerk of the county wherein the marriage is 
to be solemnized at the time application is made for a 
license to marry. Laboratory tests for venereal dis- 
eases required hereunder shall be tests approved by the 
State Department of Public Health and shall be made 
by laboratories of said Department or by such other 
laboratories as are approved by said Department. Such 
tests as may be made by the health departments ot 
cities, villages and incorporated towns maintaining 
Jaboratories sha)) be free of charge. The results of all 
laboratory tests shall be reported on standard forms 
prescribed by the State Department of Public Health. 

Irrespective of the results of laboratory tests and 
clinical examination, the clerks of the respective coun- 
ties shall issue a marriage license to parties to a pro- 
posed marriage (a) when the woman is pregnant at the 
time of such application, and (b) when the woman 
has, prior to the time of application, given birth to an 
egitimate child which is Jiving at the time of such 
application and the man making such application makes 
affidavit that he is the father of such illegitimate child. 
The county clerk shall, in lieu of the health certificate 
required hereunder, accept, as the case may be, either 
an affidavit on a form prescribed by the State Depart- 
ment of Public Health, signed by a physician duly 
licensed in this State, stating that the woman is preg- 
nant, or a copy of the birth record of the illegitimate 
child, it one is available in this State, or if such birth 
record is not available, an affidavit signed by the woman 
that she is the mother of such child. 

Also irrespective of the results of laboratory tests and 
clinical examination, the clerks of the respective coun- 
ties shall issue a marriage license to parties to a pro- 
posed marriage when, after investigation, the Director 
of the State Department of Public Health, or his duly 
authorized representative, issues or causes to be issued 
a certifcate that such marriage may be consummated 
without serious danger to the health of either party to 
the proposed marriage or to any issue of such mar- 
riage. 

Any county clerk who shall unlawfully issue a license 
to marry to any person who fails to present for filing 
the certificate provided for in this Act or who shall 
refuse to issue a license to marry to any person legally 
entitled thereto under this Act, or any physician wha 
shall knowingly and wilfully make any false statement 
itt the certificate, or atty party or parties having know!l- 
edge of any matter relating or pertaining to the exami- 
nation of any applicant for license to marry, who shall 


disclose the same, or any portion thereof, except as 


may be required by law, shall upon proof thereof be 
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punished by a fine of not less than $100.00 nor more 
than $500.00 for each and every offense. 

Any person who shall obtain any license to marry 
contrary to the provisions of this section shall, upon 
conviction thereof, be punished by a fine of not less than 
$100.00 or by imprisonment in the county jail for not 
less than three (3) months or by both such fine and 
imprisonment. 

Any license to marry issued hereunder, shall be void 


thirty (30) days after the date thereof. 
APPROVED DIAGNOSTIC LABORATORIES 


The diagnostic laboratories at the institutions listed 
below have been approved by the State Department 
of Public Health of Illinois for making the Kahn 
blood test for syphilis and microscopic examinations of 
smears for gonococci: 
entitled thereto under this Act, or any physician who 

Alton—Memortal Hospital, Rock Springs Drive; St. 
Joseph’s Hospital, 915 E. Fifth St. 

Bellevile—St. Elizabeth's Hospital, 328 West Lin- 
coln. 

Cairo—St. Mary’s Hospital, 2025 Walnut Street. 

Canton—The Coleman Clinic, 24 N. Main Street. 

Danville—Lake View Hospital, 812 N. Logan Street. 

Decatur—Decatur and Macon County Hospital, End 
of N. Edward Street; St. Mary’s Hospital, 220 South 
Webster Street. : 

E. St. Louis—East Side Health Dist., 325 East 
Broadway; St. Mary’s Hospita) Clin, Lab., 129 North 
8th Street. 

Elmhurst—Elmhurst Com, Hospital, 189 Avon Road, 

Evanston—Church St. Clin. Lab., 636 Church Street ; 
City Health Department, 1806 Maple Avenue; Evanston 


Hospital, 2650 Ridge Avenue. 





Freeport—Deaconess Hospital, 420 S. Harlem Ave- 
nue, 

Highland Pk.—Highland Pk. Hospital, 645 Home- 
wood Avenue, ‘ 


Jacksonville—Our Savior’s Hospital, 446 East State 
Street, 

Joliet—Prescription Shop Lab., 317 Morris Building. 

Joliet—St. Joseph’s Hospital, 372 N. Broadway. 

Melrose Pk.—Westlake Hospital, 612 N. 12th Avenue. 

Moline—Lutheran Hospital, 5th Avenue and 5th 
Street. 

Oak Park—L. R. Hill Clin. Lab., 1011 Lake Street; 
Oak Park Hospital, 525 Wisconsin Avenue: West Su- 
burban Hospital, 518 N. Austin Blvd. 

Ottawa—Ottawa Clinical Lab. 112 Madison Street; 
Ryburn Memorial Hospital, 701 Clinton Street. 

Peoria—Caterpillar Tr, Co, Lab,, East Washing- 
ton Street; Collins Clinic Lab., 427 Jefferson Building; 
Methodist Hospital, 221 N. Glen Oak Avenue. 

Quincy—Quincy Clinic Lab., 1416 Maine Street. 

Robinson—Brooks & Teasley Clin., New Otley Build- 
ing. 

Rockford—Rockford Health Dept., Walnut and First 
Streets; Rockford Hospital, Court and Chestnut Streets. 

Springfield—St. John’s Hospital, 7th and Mason 
Streets. 

Urbana—Mercy Hospital Clin. Lab. Wright and 
Park Streets. 








Th 
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Waukegan—Victory Memorial Hospital, 1324 Sheri- 
dan Road. 
CHICAGO 


Acme Clinical Laboratory, 7910 S. Cottage Grove 
Avenue, 

American 
Park Blvd, 

Augustana Hospital Pathology Lab., 411 Dickens 
Avenue. 

Belmont Hospital Laboratory, 4058 Melrose Avenue. 

Bethany Sanitarium and Hospital Lab., 3420 West 
Van Buren Street. 

Burlington Medical Dept. Lab., 547 Jackson Blvd. 

Central X-ray and Clinical Lab., 58 East Washing- 
ton Street. 

Chicago Board of Health Lab., 54 West Hubbard 
Street. 

Chicago Laboratory, 25 East Washington Street. 

Chicago’ Medical School Lab., 710 South Wolcott 
Avenue. 

Children’s Memorial Hospital Lab. 735 Fullerton 
Avenue. 

Civic Medical Center of Chicago, 20 East Jackson 
Boulevard. 

Clinica) Laboratory, 1180 East 63rd Street. 

Clinical and x-ray Laboratories, 818 East 47th Street. 

Cook County Hospital Lab., 1828 West Polk Street. 
Deutsch Ellis 


Hospital Laboratory, 850 West Irving 


Samuel Serum Center Lab., 2912 


Avenue. 

Devon Laboratory, 6355 Broadway. 

Edgewater Hospital Laboratory, 5700 North Ashland 
Avenue. 

Englewood Hospital Laboratory, 6001 South Green 
Street. 

Evangelical Hospital Laboratory, 5421 South Morgan 
Street. 


Franklin Boulevard Hospital Lab., 3230 West Frank- 
lin Blvd. 


Garfield Park Community Hospital Lab., 3821 West 
Washington Blvd. 


Hyde Park Clinical Laboratory, 1525 Fast 53rd 


Street. 


Illinois Central Hospital Lab., 5800 South Stony 
Island Ave. 


Illinois Clinical Laboratory, 185 North Wabash 


Avenue. - 
Lawndale Laboratory, 3653 West 26th Street. 
Lincoln Clinical & K-ray Lab., 2373 North Lincoln 
/\venue, 


Lincoln Gardner Laboratory, 30 North Michigan 
Avenue. 

Lutheran Deaconess Hospital Lab., 1138 North 
Leavitt Avenue, 

Madison-Kedzie Clinical Lab. 9 South Kedzie 
Ayenue, 

Moore Clinical Laboratory, 55 East Washington 
Street, 

Mt. Sinai Hospital Pathological Lab., 2750 West 


15th Place. 


John B. Murphy Hospital Lab., 620 West Belmont 
Avenue, 
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Northwestern Medical School Lab., 303 East Chicago 


Avenue. 

Norwegian-American Hospital Lab., 1044 North 
l‘rancisco Avenue. 

Passavant Hospital Clinical Lab., 303 East Superior 
Street. 

Quade Clinical and X-ray 
land Avenue. 

Research & Educational Hosp. Lab., 808 South Wood 
Street. 

St. Anne’s 
Street, 

St. Anthony dePadua Hospital Lab., 19th Street and 
Marshall Blvd. 

St. Bernard’s Hospital Laboratory, 6337 Harvard 
Avenue. 

St. Elizabeth’s Hospital Lab. 1431 North Clare- 
mont Avenue. 

St. Luke’s Hospital) Laboratory, 1439 South Michi- 
gan Avenue. 


St. Mary of Nazareth Hospital Lab., 1120 North 
Leavitt Avenue. 


Lab., 6255 South Ash- 


Hospital Clinical Lab., 4950 Thomas 


Scientific Pathoiogical Lab., 6 North Michigan 
Avenue. 

Walther Memorial Hospital Lab., 1116 North Kedzie 
Avenue. 


Wesley Memorial Hospital Lab., 2449 South Dear- 
born Street. 

Woodlawn Clinic Laboratory, 826 East 61st Street. 

Woodlawn Hospital Laboratory, 6060 South Drexel 
Avenue. 

New lists of approved laboratories will be published 
from time to time as others apply and qualify. 

There are known to be 141 other local diagnostic 
laboratories which have not been approved. Of these 
101 offer to do blood tests for syphilis and all, pre- 
sumably, offer to do microscopic tests for gonorrhea. 

The diagnostic laboratories of the State Department 
of Public Health have been approved by the National 


Institute of Health for doing all of the diagnostic tests 
offered. 





CRITICISM OF THE WAGNER 
HOSPITAL BILL 

The Journal of the American Medical Asso- 
ciation offers the following criticism : 

“Under section 1203 (a) (1), financial par- 
ticipation by the states is required. Naturally 
the extent of this participation will vary from 
state to state. Assuming, however, that the 
contributions of the Federal Government will be 
on a fifty-fifty basis, there will be available for 
the construction and improvement of govern- 
ment-owned general hospitals $16,000,000 in the 
fiseal year ending June 30, 1940, $100,000,000 
in 1941 and $200,000,000 in 1942. Taking 
$4,000 as the average cost per bed of general 


hospitals, this bill would make provision for the 
addition of 4,000 general hospital beds in 1940, 
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25,000 general hospital beds in 1941 and 50,000 
general hospital beds in 1942. These figures 
relate only to government owned hospitals and 
do not include such enterprises, public or pri- 
vate, as may be undertaken without the stimulus 
of a Federal subsidy. 

“Over the eleven-year period 1928-1938 in- 
clusive the average annual rate of increase in 
the number of beds in general hospitals was 1.9 
per cent. The increases proposed in the Wag- 
ner Bill amount to a total of 79,000 beds, 16.2 
per cent, in three years, or an average rate of 
increase of 5.4 per cent. In 1938 the general 
hospitals of the country were filled to 68.9 per 
cent of their capacity; 31.1 per cent of the beds 
were unused. Wherein lies the justification of 
the proposal to multiply threefold the normal 
increase of hospital facilities ?” 

“Section 1201 of the Wagner Bill, s. 1620 
authorizes the appropriation in successive years 
of eight, fifty and one hundred million dollars, 
respectively, for the construction and improve- 
ment of general hospitals.” 





SOCIALIZED MEDICINE FROM A 
LAYMAN’S VIEW POINT 

It would seem that Prof. Albert Gaylord Hart 
has overlooked some very important facts and 
some very serious objections to socialized medi- 
cine. Material things can be socialized, for 
good or for worse (mostly the latter), but brains 
and mental ability cannot. 

Socialized medicine, for example, would only 
get the mediocre ability, or worse. No smart 
young man is going to spend the best years of 
his life studying medicine if he is denied his 
dream of fame and fortune. 

The attempted prosecution of the American 
Medical Association was an ill-starred adventure 
and a criminal waste of taxpayers’ money. If 
the same amount of money had been spent in- 
telligently for medical service in state and 
county hospitals, or in municipal hospitals, the 
taxpayers’ money would not have been spent in 
vain. Any bright young lawyer just out of 
law school knows why any professional asso- 
ciation is not a trust or a monopoly under the 
statutes or within the meaning of the law. 

It may be time to keep government doctors 
out of the American Medical Association, just 
as some bar associations are considering the 
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denial of membership to government lawyers, 
for such organizations should be based upon 
private practice, exclusively, with no taint of 
polities. 


A. F. Durand, 
(Not an M. D.) 


—Chicago Daily News. 





NOW SEEK TO SOCIALIZE LAW, 
SAYS BOAKE CARTER 

Are the lawyers to be next on the list to feel 
the heavy hand of government competition ? 

Solicitor-General Bob Jackson claims that 
lawyers in general are charging too high fees 
for their services and that the Government may 
therefore be compelled to provide free legal serv- 
ice for people who cannot pay the fees of the 
private law firms. 

“Low cost, high volume” legal service was his 
solution. 

This piece of advice, coming from a lawyer 
representing a political organization whose high 
jinks have been so confusing as to provide more 
work for the legal fraternity than at any other 
time in the history of the American bar, borders 
on the comic. 

A lawyer is justified in charging a fee which 
he believes commensurate with the worth of the 
services he renders, as is any artist, radio singer, 
movie actor, engineer, doctor, dentist or other 
professional man. 

We have not yet reached the stage where we 
must submit to a system of socialized legal ad- 
vice, as Mr. Jackson seems to envision as Amer- 
ica’s crying need, any more than we are prepared 
to accept socialized medicine. The relationship 
between client and lawyer is as intimate as the 
relationship between doctor and patient. And 
the very first person to turn thumbs down on 
the idea of government competition with the 
lawyers would be the average American citizen 
himself. 

To be sure, some of the lawyers charge fees 
which seem outlandish. But their “outlandish- 
ness” can be measured only by the worth of 
the service rendered by the lawyer in the estima- 
tion of the client. A man accused of murder 
may feel he paid a cheap price in $25,000 if 
the lawyer to whom he paid it convinced the 
jury his client was innocent. There are lawyers 
who specialize in certain departments of law. 
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Many of these establish a high standard of suc- 
cess before the bar. They are successful pri- 
marily because they are diligent and careful of 
detail. These characteristics are attainable only 
through long hours of hard work. For such 
“crimes” are they to be penalized ? 


Mr. Jackson was not known as anything extra- 
superspecial in the legal profession before he 
managed to climb aboard the New Deal band- 
wagon. By his avidity for politics and knowing 
whose political mug to kss, rather than by his 
technological cunning as a lawyer, did Mr. Jack- 
son rise to the position of Solicitor-General. Not 
in the widest stretch of imagination could Mr. 
Jackson hold a professional candle to the stand- 
ards of sheer legal brilliance of the late Solicitor- 
General James M. Beck. 

Where, then, does Mr. Jackson obtain the pre- 
sumption blandly to inform some of the ablest 
legal brains of the Nation that they had better 
socialize their talents or else risk government 
competition in free advice? Simply that he is 
a politically appointed Solicitor-General gives 
him no excuse. 

Furthermore, the boom in the law business 
during the last seven years is traceable to one 
source and one source alone—the New Deal, 
which Mr. Jackson represents. Most lawyers 
nowadays have to be mental trapeze artists to 
keep abreast of the twisted concoctions that have 
poured forth in a steady stream from the legal 
brains employed by the New Deal. 

“The Government,” says Mr. Jackson, “sees 
a large number of citizens who help pay taxes, 
deprived of legal service because they cannot 
pay the provisional scale of prices.” 

To begin with, a citizen cannot turn around 
nowadays, figuratively speaking, without being 
forced to go to a lawyer to find out whether he 
is or isn’t unwittingly breaking some fool law, 
government ruling or regulation. In the second- 
place, the lawyer whom he consults has a per- 
petual nightmare himself trying to keep up with 
the parade. ‘The average citizen would not al- 
ways be forced to run for legal advice these 
days, as indeed he must to keep out of a gov- 
ernment jail, if the master minds in Washing- 
ton quit thinking up new methods of regulating 
American economy from soup to nuts. 
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“It has been for centuries thought the duty 
of government to take affirmative steps to see 
that its citizens received justice,’ Jackson 
observed. 

The first step to carry out that thought in a 
“representative” form of government (Jackson 
forgot to include that word “representative”) is 
for the Government to obstain from competing 
with the endeavors of its citizens! 

Mr. Jackson had better go back to James- 
town, N. Y., and private law. He might get 
back to earth again—on the other side of the 
fence!—San Francisco Hraminer, July 17. 





SCIENTIFIC SERVICE COMMITTEE 

The Scientific Service Committee of the Illi- 
nois State Medical Society has endeavored for 
many years to give all possible assistance to 
county medical societies in selecting speakers to 
appear for talks on any subject in medicine 
which they desire to have presented. 

In order to give better service the Committee 
has prepared a new classified listing of scientific 
subjects on which physicians are prepared to 
speak. These listings will be of material aid to 
county society secretaries in arranging programs 
in post graduate education. 

The Committee will welcome requests for serv- 
ice from the secretaries and complete informa- 
tion may be had by writing to Miss Jean Mc- 
Arthur, Secretary, Educational Committee, I]li- 
nois State Medical Society, 30 North Michigan 
Avenue, Chicago. 





POWER GIVEN TO ONE MAN, NOT 
ELECTED, TO WORK AS HE 
PRESCRIBES 

Merle Thorpe, in Nation's Business, under the 
heading “BUREAUCRAT BECOMES DICTO- 
CRAT” says: 

Now comes a round-about official admission 
of a condition we have described in these col- 
umns during the past decade, a condition at once 
sapping the freedom of the individual citizen 
and destroying business enterprise, which is so 
sorely needed. 
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The admission comes from Senator Logan, of 
Kentucky, and Congressman Walter, of Penn- 
sylvania—ironically enough, from men who 
helped by their votes to bring about the situa- 
tion they now recognize and hope to alleviate, 
not by repeal, but by another layer of legisla- 
tion. 

The Logan-Walter bill is most significant. It 
proposes to give a citizen the opportunity to 
present his case to the courts, to have a trial by 
a jury of his peers. It offers a free man relief 
from the dictocrat (in a bureau, board or com- 
mission) who has deprived him of his freedom 
or his property. 

The dictocrat is a natural development of the 
bureaucrat. The earlier bureaus of the federal 
Government did foolish and wasteful things. 
They “researched” and printed millions of pam- 
phlets on “The Love Life of the Bull Frog,” 
and “How to Pin Diapers on the Baby.” But 
these were harmless extravagances; they were 
not invested with the power to legislate, to judge, 
and to deny judicial appeal. That development 
has come in the past ten years with terrifying 
rapidity, with more than 50 executive agencies, 
employing tens of thousands of men and women, 
now exercising the powers of autocracy. The 
bureaucrat has become dictocrat. 

From a thousand examples of this alien prac- 
tice, new to America, but very, very old in 
Europe, the case of Mr. Andrews, wage-hour 
executive agent of Congress, is typical. He an- 
nounces that he has changed his mind and that 
employees receiving $200 a month or more are 
no longer exempt from the Act. Here is a 
power given to one man, not elected, to compel 
citizens to work as he prescribes, to single out 
an individual or a group for punitive or favor- 
able treatment. His whim or caprice may rule 
today, tomorrow he may be rewarding friends. 

In this case there is not need of conjecture. 
Mr. Andrews slips in an admission that he is 
rewarding the labor union because “it has done 
such a swell job in helping me fight my battles.” 

A similar example of this departure from a 
government by written law and to a government 
by men is the Labor Department’s instruction 
to federal employment agencies — public, tax- 
supported agencies— not to fill positions for 
those employers against whom there is a griev- 
ance pending, even though the grievance may be 
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outside his plant, such as a jurisdictional dis- 
pute. 

No business today, from steel maker to peanut 
vendor, has written sailing orders. 

The law of the land is found not on statute 
books, but in the brief cases of a hundred thou- 
sand dictocrats. 

The Logan-Walter bill confesses the disease 
but, instead of a prescription to eliminate the 
causes, simply adds another layer of law, shame- 
fully admitting that a citizen today in this erst- 
while land of the free, must, by a new law, be 
given the protection of the courts. A doubtful 
protection, indeed, when it is recalled that court 
reviews, of the Wagner Labor Board’s decisions 
have cost the citizen who appealed an average 
of $26,000, and the sorry spectacle of re-enacting 
the trial by jury guarantee in the Bill of Rights. 

Much can be said, and should be said, of the 
loss of personal freedom. But here we shall 
emphasize the point again, that one of the chief 
obstacles to a resumption of business enterprise 
is this new and un-American method of making 
the laws under which a business can carry on. 

No matter how carefully a manager may sweat 
out an operating budget there is always a specter 
at his desk, the specter of a new rule that may 
wreck it completely. No skill, no vision can meet 
the additional risk of a ruling reversed overnight 
when a friendly group does “a swell job in fight- 
ing my battles.” 

CoMMENT 


As we have said and repeated frequently over 
two decades “Bureaucracy Is Always a Curse 
and Where Medicine Is Involved It Is Fatal.” 
Now we have Dictatorship plus Bureaucracy. 





MORTALITY UP-—-BIRTHS DOWN IN 
ILLINOIS 


A release from the department of public 
health says: 


Due chiefly to a substantial increase in the 
number of fatalities attributed to heart disease, 
deaths in Illinois from all causes during the first 
half of 1939 stood at 45,932 against 42,966 in 
that period of 1938, an unfavorable difference 
of 2,966. The number of births was 55,614 and 
57,233 for the first half of this and last year, 
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respectively, a decline of 1,619. Excess of births 
over deaths was only 9,682 in the first half of 
this year against 14,267, last. 

Heart disease, to which was attributed 14,321 
and 12,610 deaths in the first half of this year 
and last, respectively, an increase of 1,711, was 
by a wide margin the principal factor, responsi- 
ble for the higher mortality this year. Limited 
largely to persons in the upper age brackets, the 
rising death rate from heart disease can be no 
surprise to any student of public health or 
demography. With the control over communicable 
diseases and other hazards of young life growing 
constantly more successful and with a declining 
birth rate, the average age of the general popu- 
lation has increased sharply, bringing with it an 
inevitable increase in the death rate. If prevail- 
ing birth and immigration rates continue, the 
general death rate will undoubtedly continue to 
rise until it reaches 15 or 16 per 1,000 popula- 
tion and the chief causes of death will continue 
to be the chronic ailments of later life, heart 
disease, cancer, nephritis, apoplexy, diabetes etc., 
all of which have followed an upward trend this 
year. 

The maternal death rate declined noticeably, 
3.2 against 3.4 per 1,000 births while the infant 
death rate remained unchanged, 42.5 per 1,000 
births. Sharply higher mortality was attributed 
to influenza and whooping cough, due to unusual 
epidemic prevalence, and slightly higher rates to 
pneumonia and tuberculosis. Otherwise the trend 
in mortality from communicable diseases was 
downward. 


INTERNATIONAL MEDICAL ASSEMBLY 
INTERSTATE POSTGRADUATE MEDICAL 
ASSOCIATION OF NORTH AMERICA 
* October 30, 31, November 1, 2, and 3, 1939 
Pre-assembly clinics October 28, post-assembly clinics, 
November 4—Chicago Hospitals 
CHICAGO, ILLINOIS 
Monday, October 30 
8:00 A. M. 


Diagnostic Clinic: “Nervous Indigestion.” Dr. Wal- 
ter C. Alvarez, Professor of Medicine. University of 
Minnesota Graduate School of Medicine, Mayo Clinic, 
Rochester, Minnesota. 

Diagnostic Clinic: “Low Back Pain with Sciatica.” 
Dr. Philip Lewin, Associate Professor of Orthopedic 
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Surgery, Northwestern University School of Medicine, 
Chicago, Illinois. 

Diagnostic Clinic: “Clinical Types of Nephritis.” 
Dr. Soma Weiss, Hersey Professor of the Theory and 
Practice of Physic, Harvard Medical School; Physi- 
cian-in-Chief, Peter Bent Brigham Hospital, Boston, 
Massachusetts. 

Intermission for Review of Exhibits. 

Diagnostic Clinic: “Differential Diagnosis of Lesions 
of the Right Colon.” Dr. Fred W. Rankin, Lexington, 
Kentucky. 

Diagnostic Clinic: “An Evaluation of the Major 
Operations for Cavernous Pulmonary Tuberuclosis.” 
Dr. John Alexander Professor of Surgery, University 
of Michigan Medical School, Ann Arbor, Michigan. 


NOON INTERMISSION 
1:00 P. M. 


Diagnostic Clinic: “The Use of the Bone Graft in 
the Treatment of Bone Tumors.” Dr. Dallas B. 
Phemister, Professor of Surgery, University of Chicago 
School of Medicine, Chicago, Illinois. 

Diagnostic Clinic: “The Treatment of Osteoarthritis.” 
Dr. Russell L. Haden, Cleveland Clinic, Cleveland, 
Ohio. 

Address: “Surgical Aspects of Peptic Ulcer.” Dr. 
Eldridge L. Eliason, Professor of Surgery, University 
of Pennsylvania School of Medicine Philadelphia, Penn- 
sylvania. 

Address: “Symptoms and Diagnosis of Obscure 
Fever.” Dr. James G. Carr, Professor of Medicine, 
Northwestern University School of Medicine, Chicago, 
Illinois. 

Intermission for Review of Exhibits. 

Address: “Surgical Treatment of Gallstones.” Dr. 
Elliott C. Cutler, Moseley Professor of Surgery, Har- 
vard Medical School, Boston, Massachusetts. 

Address: “Medical Treatment of Liver Disease.” Dr. 
Albert N. Snell, Professor of Medicine, University of 
Minnesota Graduate School of Medicine, Mayo Clinic, 
Rochester, Minnesota. 

Address: “Infections of the Upper Urinary Tract.” 
Dr. C. Donald Creevy, Assistant Dean and Associate 
Professor of Surgery and Urology, University of Min- 
nesota Medical School, Minneapolis, Minnesota. 


DINNER INTERMISSION 
7:00 P. M. 

Address: “Allergy as a Factor in General Medi- 
cine.” Dr. James H. Black, Professor of Preventive 
Medicine, Baylor University College of Medicine, 
Dallas, Texas. 

Address: “Management of Ileostomy and Colos- 
tomy.” Dr. Richard B. Cattell, Lahey Clinic, Boston, 
Massachusetts. 
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Address: “Use of Hormones in Obstetrics.” Dr. 
I'rederick H. Falls, Professor of Obstetrics and Gyne- 
cology, University of Illinois College of Medicine, Chi- 
cago, Illinois, 


Address: “Abdominal Pain in Extra-Abdominal 
Origin.” Dr. John H. Musser, Professor of Medicine, 
Tulane University School of Medicine, New Orleans, 
Louisiana. 


Address: “How Can High Mortality Rate from 
Skull Fractures Be Reduced?” Dr. Harry Mock, 
Associate Professor of Surgery, Northwestern Univer- 
sity School of Medicine, Chicago, Illinois. 


Address: “Treatment of Pellagra and Associated 
Deficiencies.” Dr. Tom D. Spies, Associate Professor 
of Medicine, University of Cincinnati College of Medi- 
cine, Cincinnati, Ohio. 


Tuesday, October 31 
8:00 A. M. 


Diagnostic Clinic: “Syphilis of the Vascular Sys- 
tem.” Dr. James E. Paullin, Professor of Clinical 
Medicine, Emory University School of Medicine, 
Atlanta, Georgia. 


Diagnostic Clinic: ‘Fractures of the Femur Treated 
by Buck’s Extension.” Dr. William R. Cubbins, Pro- 
fessor of Bone and Joint Surgery, Loyola University 
School of Medicine, Chicago, Illinois. 


Diagnostic Clinic: “Types of Edema and Their 
Treatment.” Dr. Reginald Fitz, Wade Professor of 
Medicine, Boston University School of Medicine, Bos- 
ton, Massachusetts. 


Intermission for Review of Exhibits. 

Diagnostic Clinic: “Treatment of Increased Intra- 
cranial Pressure.’ Dr. Eric Oldberg, Professor and 
Head of the Department of Neurology and Neurological 
Surgery, University of Illinois College of Medicine, 
Chicago, Illinois. 

Diagnostic Clinic: “Management of Obesity.” Dr. 
Robert W. Keeton, Professor of Medicine, University 
of Illinois School of Medicine, Chicago, Illinois. 


NOON INTERMISSION 
1:00 P. M. 


Diagnostic Clinic: “Diagnosis and Treatment of 
Tumors of the Intestine.” Dr. W. Wayne Babcock, 
Professor of Surgery and Clinical Surgery, Temple 
University School of Medicine, Philadelphia, Pennsyl- 
vania. 

Diagnostic Clinic: “Diseases of the Lungs Simulat- 
ing Tuberculosis.” Dr. Charles R. Austrian, Associate 
Professor of Medicine, Johns Hopkins University 
School of Medicine, Baltimore, Maryland. 


Address: “Anomalies of the Lower Urinary Tract.” 
Dr. Hugh H. Young, Professor of Urology, Johns 
Hopkins University School of Medicine, Baltimore, 
Maryland. 

Address: “The Physicians Interest in Gall-Bladder 
Disease.” Dr. Alvah H. Gordon, Professor of Medi- 
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cine, McGill University Faculty of Medicine, Montreal, 
Canada. 


Intermission for Review of Exhibits. 


Address: “Indications for Cesarean Section.” Dr. 
Nicholson J. Eastman, Professor of Obstetrics, Johns 
Hopkins University School of Medicine, Baltimore, 
Maryland. 


Address: “Rupture of Intervertebral Disks as a 
Cause of Low Back Pain and Chronic Recurring 
Sciatica.” Dr. Alfred W. Adson, Professor of Neuro- 
surgery, University of Minnesota Graduate School of 
Medicine, Mayo Clinic, Rochester, Minnesota. 


Address: “Cerotherapy in the Treatment of Pneu- 
monia.” Dr. Gerald S. Shibley, Associate Clinical Pro- 
fessor of Medicine, Western Reserve University School 
of Medicine, Cleveland, Ohio. 


DINNER INTERMISSION 
7:00 P. M. 


Address: “Exophthalmos” (The Joseph Schneider 
Foundation Presentation). Dr. Albert D. Ruedemann, 
Cleveland Clinic, Cleveland, Ohio. 


Address: “Medical Treatment of Peptic Ulcer.” Dr. 
Ralph C. Brown, Clinical Professor of Medicine, Rush 
Medical College, Chicago, Illinois. 


Address “The Management of Intestinal Obstruc- 
tion.” Dr. Thomas G. Orr, Professor of Surgery, 
University of Kansas School of Medicine, Kansas City, 
Missouri. 


Address: “Migraine.” Dr. Harold G. Wolff, Assist- 
ant Professor of Medicine, Cornell University Medical 
College, New York, New York. 


Address: “Operability of Carcinoma of the Stomach.” 
Dr. Verne C. Hunt, Clinical Professor of Surgery, 
University of Southern California School of Medicine, 
Los Angeles, California. 


Address: “The Present Status of Transurethral Re- 
section. Dr. Herman L. Kretschmer, Clinical Professor 
of Surgery (Genito-Urinary), Rush Medical College, 
Chicago, Illinois. 


Wednesday, November 1 
8:00 A. M. 


Diagnostic Clinic: “Lesions of the Right Upper 
Quadrant of the Abdomen.” Dr. William F. Rienhoff, 
Associate Professor of Surgery, Johns Hopkins Univer- 
sity School of Medicine, Baltimore, Maryland. 


Diagnostic Clinic: “Rheumatic Fever in Children.” 
Dr. Robert A. Black, Professor of Pediatrics, Loyola 
University School of Medicine, Chicago, Illinois. 


Diagnostic Clinic: “Goitre and the Heart.” Dr. 
Wallace M. Yater, Professor of Medicine and Director 
of the Department of Medicine, Georgetown University 
School of Medicine, Washington, D. C. 
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Intermission for Review of Exhibits 


Diagnostic Clinic: “The Present Status of the Sur- 
gical Treatment of Peptic Ulcer.” Dr. Howard K. 
Gray, Assistant Professor of Surgery, University of 
Minnesota Graduate School of Medicine, Mayo Clinic, 
Rochester, Minnesota. 


Diagnostic Clinic: ‘Experiences with the Surgical 
Treatment of Hypertension.” Dr. Loyal Davis, Pro- 
fessor of Surgery, Northwestern University School of 
Medicine, Chicago, Illinois. 


NOON INTERMISSION 
1:00 P. M. 


Diagnostic Clinic: “The Management of the Va- 
rious Types of Goitre.” Dr. Frank H. Lahey, Lahey 
Clinic, Boston, Massachusetts. 

Diagnostic Clinic: “The Insulins in the Treatment 
of Diabetes.” Dr. Elliott P. Joslin, Clinical Professor 
of Medicine, Harvard Medical School, Boston, Massa- 
chusetts. 

Address: “Treatment of Acute Spreading Peritonitis 
Following Ruptured Appendix.” Dr. William D. Hag- 
gard, Professor of Surgery, Vanderbilt University 
School of Medicine, Nashville, Tennessee. 


Address: “Newer Approach to the Etiology and 
Treatment of Angina Pectoris.” Dr. William J. Kerr, 
Professor of Medicine, University of California Medical 
School, San Francisco, California. 


Address: “Carcinoma of the Lung.” Dr. Evarts A. 
Graham, Professor of Surgery, Washington University 
School of Medicine, St. Louis, Missouri. 


Address: ‘“Dysmenorrhea.” Dr. John R. Fraser, 
Professor of Obstetrics and Gynecology, McGill Uni- 
versity Faculty of Medicine, Montreal, Canada. 

Address: “The Hormones of the Gastro-Intestinal 
Tract.” Dr. Andrew C. Ivy, Nathan Smith Davis, 
Professor of Physiology and Professor of Pharm- 
acology, Northwestern University School of Medicine, 
Chicago, Illinois. 

ASSEMBLY DINNER 


For members of the profession, their ladies and friends. 
Informal 


7:00 P. M. 


Dr. George W. Crile, President of the Inter-State 
Postgraduate Medical Association of North America— 
Master of Ceremonies. 

Addresses by: 


Major General James C. Magee, Surgeon-General, 
United States Army, Washington, D. C. 

Dr. James B. Herrick, Professor Emeritus of Medi- 
cine, Rush Medical College, University of Chicago, 
Chicago, Illinois. 

Major General Ross T. McIntire, Surgeon-General, 
United States Navy, Washington, D. C. 

Dr. Chevalier Jackson, Honorary . Professor of 
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Broncho-Esophagology, Temple University School of 
Medicine, Philadelphia, Pennsylvania. President-Elect 
Inter-State Postgraduate Medical Association of North 
America. 

Dr. James H. Hutton, President, Illinois State Medi- 
cal Society, Chicago, Illinois. 

Dr. Nathan S. Davis III, Assistant Professor of 
Medicine, Northwestern University School of Medicine, 
Chicago, Illinois. President of Chicago Medical Society. 


Thursday, November 2 
8:00 A. M. 

Diagnostic Clinic: “Malaria and Narcotic Addic- 
tion.” Dr. Italo F. Volini, Professor of Medicine, 
Loyola University School of Medicine, Chicago, Illinois. 

Diagnostic Clinic: “Joint Fractures.” Dr. John J. 
Moorhead, Professor of Clinical Surgery, New York 
Postgraduate Medical School, New York, New York. 

Diagnostic Clinic: ‘Modern Aspects of the Diag- 
nosis and Management of Hypertension.” Dr. Roy W. 
Scott, Professor of Clinical Medicine, Western Re- 
serve University School of Medicine, Cleveland, Ohio. 


Intermission for Review of Exhibits 

Diagnostic Clinic: “Differential Diagnosis of Tumors 
of the Breast.” Dr. John F. Erdmann, Attending 
Surgeon, New York Postgraduate Medical School, 
New York, New York. 

Diagnostic Clinic: ‘Clinical Types of Pituitary Dis- 
eases.” Dr. Walter Timme, Professor of Clinical 
Neurology, Columbia University College of Physicians 
and Surgeons, New York, New York. 


NOON INTERMISSION 
1:00 P. M. 


Diagnostic Clinic: “A Presentation of Dermatolog- 
ical Cases.” Dr. Francis E. Senear, Professor of 
Dermatology, University of Illinois College of Medicine, 
Chicago, Illinois. 

Diagnostic Clinic: “Diagnosis and Treatment of 
Diseases of the Cranial Nerves.” Dr. Walter E. Dandy, 
Adjunct Professor of Neurological Surgery, Johns 
Hopkins University School of Medicine, Baltimore, 
Maryland. 

Address: ‘Chemotherapy in the Treatment of Pneu- 
monia.” Dr. Russell L. Cecil, Professor of Clinical 
Medicine, Cornell University Medical College, New 
York, New York. 

Address: “Clinical and Biological Problems of the 
Irradiation of the Ovary.” Professor Dott, Emanuele 
Momigliano, Department of Obstetrics and Gynecology, 
Royal University of Rome, Rome, Italy: 


Intermission for Review of Exhibits 

Address: “The Clinical Use of Digitalis.” Dr. 
Drew W. Luten, Associate Professor of Clinical Medi- 
cine, Washington University School of Medicine, St. 
Louis, Missouri. 

Address: “Interrelation of the Organs of Internal 
Secretion.” Dr. Elmer L. Sevringhaus, Professor of 
Medicine, University of Wisconsin Medical School, 
Madison, Wisconsin, 
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Address: “Vascular and Abdominal Surgery.” Dr. 
Chaires H. Phifer, Professor of Surgery, University 
of Illinois School of Medicine, Chicago, Illinois. 


DINNER INTERMISSION 
7:00 P. M. 


Address: “Prevention and Treatment of Virus Dis- 
ease.” Dr. Thomas M. Rivers, Rockefeller Institute 
for Medical Research, New York, New York. 

Address: “Stricture of the Common and Hepatic 
Ducts.” Dr. Waltman Walters, Professor of Surgery, 
University of Minnesota Graduate School of Medicine, 
Mayo Clinic, Rochester, Minnesota. 

Address and Movie: “Transplantation of the 
Ureters into the Recto-Sigmoid and Cystectomy for 
Malignant Tumor of the Bladder.” Dr. William E. 
Lower, Cleveland Clinic, Cleveland, Ohio. 

Address: “Management of the Menopause.” Dr. 
Emil Novak, Associate in Gynecology, Johns Hopkins 
University Medical School, Baltimore, Maryland. 

Address and Movie: “The Distended Colon; Its 
Medical and Surgical Management.” Dr. Claud F. 
Dixon, Associate Professor of Surgery, University of 
Minnesota Graduate School of Medicine, Mayo Clinic, 
Rochester, Minnesota. 

Address and Movie: “Fifty Years of Eclampsia, 
Placenta Previa, and Cesarean Section.” Dr. Joseph B. 
DeLee, Professor Emeritus of Obstetrics and Gynec- 
ology, University of Chicago School of Medicine, Chi- 
cago, Illinois. 

Friday, November 3 


8:00 A. M. 


Diagnostic Clinic: “Diagnosis of Diseases of the 
Gall-Bladder.” Dr. Warren W. Cole, Professor of 
Surgery, University of Illinois School of Medicine, 
Chicago, Illinois. 

Diagnostic Clinic: “Diet and Nephritis.” Dr. James 
S. McLester, Professor of Medicine, University of 
Alabama School of Medicine, Birmingham, Alabama. 

Diagnostic Clinic: “Diagnostic Significance of Pain 
in the Abdomen.” Dr. Irvin Abell, Clinical Professor 
of Surgery, University of Louisville School of Medi- 
cine, Louisville, Kentucky. 

Intermission for Review of Exhibits. 

Diagnostic Clinic: “Use of Iron, Liver Extract and 
Desiccated Stomach in the Treatment of Anemia.” Dr. 
Cyrus C. Sturgis, Professor of Internal Medicine, Uni- 
versity of Michigan School of Medicine, Ann Arbor, 
Michigan. 

Diagnostic Clinic: “Is Early Hypertension a Curable 
Disease?” Dr. George W. Crile, Cleveland Clinic, 
Cleveland, Ohio. 

NOON INTERMISSION 


1:00 P. M. 


Diagnostic Clinic: “Diagnostic Features of Chronic 
Appendicitis.” Dr. George P. Muller, Professor of 
Surgery, Jefferson Medical College, Philadelphia, Penn- 
sylvania. 

Diagnostic Clinic: ‘Treatment of Peripheral Vascu- 
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lar Diseases.” Dr. Alton Ochsner, Professor of Sur- 
gery, Tulane University of Louisiana School of Medi- 
cine, New Orleans, Louisiana. 

Address: “The Management and Treatment of 
Scarlet Fever.” Dr. John A. Toomey, Associate Pro- 
fessor of Pediatrics, Western Reserve University 
School of Medicine, Cleveland, Ohio. 

Address: “Diagnosis of Diseases of the Thyroid 
Gland.” Dr. Donald Guthrie, Associate Professor of 
Surgery, University of Pennsylvania Graduate School 
of Medicine, Sayre, Pennsylvania. 

Address: “The Jaundiced Bleeder: Control of Hem- 
orrhage with Special Reference to Vitamin K. Therapy.” 
Dr. Harry P. Smith, Professor of Pathology, State 
University of Iowa, Towa City, Iowa. 





AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 


The next written examination and review of case 
histories (Part I) for Group B candidates will be held 
in various cities of the United States and Canada on 
Saturday, January 6, 1940, at 2:00 p. m. The Board 
announces that it will hold only one Group B, Part I, 
examination this year prior to the final general exami- 
nation (Part II), instead of two as in former years. 
Candidates who successfully complete the Part I exam- 
ination proceed automatically to the Part II examination 
held in June, 1940. 

Applications for admission to Group B, Part I, exam- 
inations must be on file in the Secretary’s office not later 
than October 4, 1930. 

The general oral and pathological examinations (Part 
II) for all candidates (Groups A and B) will be con- 
ducted by the entire Board, meeting in Atlantic City, 
N. J., on June 8, 9, 10, and 11, 1940, immediately prior 
to the annual meeting of the American Medical Asso- 
ciation in New York City. 

Applications for admission to Group A, Part II exam- 
inations must be on file in the Secretary’s office not 
later than March 15, 1940. 

After January 1, 194%, there will be only one classi- 
fication of candidates, and all will be required to take 
the Part I examinations (written paper and case rec- 
ords) and the Part II examinations (pathological and 
oral.) 

For further information and application blanks, ad- 
dress Dr. Paul Titus, Secretary, 1015 Highland Build- 
ing, Pittsburgh (6), Pennsylvania. 


THIRD ANNUAL SYMPOSIUM 


DEPARTMENT OF INDUSTRIAL MEDICINE 
NORTHWESTERN UNIVERSITY MEDICAL SCHOOL 
September 25 and 26, 1939 








SCIENTIFIC SESSIONS 


Monday Morning, September 25, 1939—9:00 A. M. 
Chairman—Dr. Paul Starr, Assistant Professor of 
Medicine, Northwestern University Medical School 

Non-Tuberculous Pulmonary Diseases 
I. Clinical Aspects—Dr. Ernest E. Irons, Chairman 
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of the Department of Medicine, Rush Medical College. 
II. Radiological Aspects—Dr. Hollis Potter, Chicago. 
Discussion by—Dr. Robert C. Bloch, University of 

Chicago; Dr. Henry Sweany, Municipal Tuberculosis 

Sanitarium; Dr. E. B. Neff, Deere & Co. 


Monday Afternoon, September 25, 1939—1:30 P. M. 


Chairman—Dr. Wilbur E. Post, Clinical Professor of 
Medicine, Rush Medical College 
Kidney Diseases of Mid Life 

I. Clinical Aspects—Dr. Herman O. Mosenthal, Clin- 
ical Professor of Medicine, New York Post-Graduate 
Medical School of Columbia University. 

II. Pathological Aspects—Dr. J. P. Simonds, Pro- 
fessor of Pathology, Northwestern University Medical 
School. 

Discussion by—Dr. Edwin F. Hirsch, St. Luke’s 
Hospital; Dr. Fred Fitz, Chicago Tribune; Dr. R. J. 
DeMotte, Pullman-Standard Car Mfg. Co. 


Tuesday Morning, September 26, 1939—9:00 A. M. 


Chairman—Dr. Edward Oliver, Associate Professor of 
Dermatology, Rush Medical College 
Soap—A Cleanser and an Irritant and Its Role in Oc- 

cupational Dermatitis 

Dr. James Herbert Mitchell, Associate Professor of 
Dermatology, Rush Medical College. 

Discussion by—Dr. L. F. Weber, University of IIli- 
nois Medical School; Dr. Cleveland White, North- 
western University Medical School; Dr. B. B. Reeve, 
Standard Oil Company; Dr. K. K. Jones, Northwestern 
University Medical School. 

Welding—Gas and Electric 

I. The Relative Importance of the Health Hazard 
—Dr. Eugene L. Walsh, Fellow in Medicine, North- 
western University Medical School. 

II. The Protection of Operators—Dr. James A. Brit- 
ton, Associate Professor of Medicine, Northwestern 
University Medical School. 

Discussion by—Dr. Sanford Gifford, Northwestern 
University Medical School; Mr. Warren A. Cook, 
Zurich General Accident & Liability Ins. Co., Dr. H. A. 
Vonachen, Caterpillar Tractor Company. 


Tuesday Afternoon—September 26, 1939—1:30 P. M. 


Chairman—Dr. M. Herbert Barker, Assistant Professor 
of Medicine, Northwestern University Medical School 
Common Beneficient Uses of Poisonous metals and 
Alkaloids—Economic Importance and Health 

Hazards 

I. Lead and Lead Alloys in Industry—Dr. Marcus 
A. Grossmann, Director of Research, Carnegie Illinois 
Steel Corporation. 

II. Control or Elimination of Health Hazards in 
Manufacture and Use of Ledloy—Dr. A. G. Kammer, 
Medical Director, Inland Steel Co. 

III. Metallic Salts and Alkaloids in Agriculture. 

IV. The Protection of the Health of the Grower, 
the Handler and the Consuming Public—Professor W. 
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A. Ruth, Department of Horticulture, University of 
Illinois. 
Discussion by—Dr. Frank Queen, Passavant Hospital. 





BANQUET SESSION 


Blackstone Hotel, 7:00 P. M., September 26, 1939 
Chairman—Dr. J. H. Chivers, Chairman, Board of 
Governors, Department of Industrial Medicine, 
Northwestern University Medical School 
Toastmaser—Dr. Irving S. Cutter, Dean, Northwestern 
University Medical School 


THE PAST AND FUTURE OF PREVENTIVE 
MEDICINE 
Dr. Walter L. Bierring 
Commissioner, Iowa State Department of Health, 
Des Moines, Iowa 





OSTEOPATHY VETOED IN NEW YORK 


On May 10 the governor of New Lork vetoed a 
bill which would have permitted licensed osteopaths 
to use instruments for minor surgical work, as well 
as use anesthetics, antiseptics, narcotics and biologic 
products. In a message explaining his action, the 
governor wrote: 

To the Assembly : 

There has been great misunderstanding with regard 
to this bill. Many people apparently believe that the 
practice of osteopathy as now carried on depends on 
my approval of the bill. This, of course, is completely 
contrary to the facts. 

Any person now licensed or hereafter licensed as 
doctors of osteopathy are, regardless of my action on 
the bill, permitted to render exactly the same services 
as in the past. Their authority to carry on the func- 
tions now performed is in no way curtailed or abridged. 


VALUE OF OSTEOPATHY CONCEDED 


There is no question as to the substantial value and 
usefulness of osteopathy. This is generally conceded 
and recognized. This bill would, however, give all 
licensed osteopaths broad additional powers. It would 
permit all licensed osteopaths to use instruments for 
minor surgical procedures, to administer anesthetics and 
antiseptics, and to prescribe narcotics and biological 
products. 

The additional authority now asked by the osteo- 
paths may be far-reaching in its effect.’ A minor oper- 
ation, if not properly performed, I am advised, may 
be more serious in its effect upon the patient than 
some of the so-called important operations. 

The administering of drugs and biologicals where 
there is not sufficient training and experience with 
regard to their effect on the patients may lead to serious 
ill effects. 

Undoubtedly many of the persons now licensed to 
practice osteopathy in this State have had broad train- 
ing and experience in matters relating to medicine and 
surgery. On the other hand, many of the osteopaths 
practicing in this. State were licensed prior to the 
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setting of the present high standards of training and 
have had little or no later experience in medicine or 
surgery, 

LICENSING METHODS RECALLED 


In addition, a very substantial number of the osteo- 
paths now practicing in this State receive their licenses 
not through examinations within the State but by 
endorsement of licenses granted to them in other States. 
Some of them are graduates of osteopathic schools 
which are no longer recognized by our board. 

In my opinion legislation should provide that appli- 
cants for licenses and those who already hold licenses 
as osteopaths but who now desire additional powers 
should be required to satisfy the Board of Regents 
either by submitted credentials or by examination that 
they have had the proper instruction and training in 
surgical procedure and drug therapy to justify the 
granting of the additional powers set forth in this bill. 

In this way the Regents would be able to determine 
those who are actually qualified to use instruments for 
minor surgical procedures, to administer anesthetics 
and antiseptics and to prescribe narcotics and biological 
products. The difficulty of providing for such deter- 
mination by the Board of Regents does not seem to 
me great. 


The bill is disapproved. 





CHRONIC STREPTOCOCCIC ULCER OF THE 
SKIN; UNRESPONSIVE TO LOCAL THER- 
APY BUT CURED BY SULFANILAMIDE: 
REPORT OF TWO CASES 


The type of ulcer in the two cases that form the - 


basis of M. H. Goodman's, Baltimore (Journal 
A. M. A., Oct. 15, 1938), report is apparently unique 
in that it was produced by streptococci, presented fea- 
tures of chronicity both clinically and histologically and 
occurred on the skin of healthy individuals. In each of 
the two cases there was introduced into the skin a 
variety of beta hemolytic streptococcus capable of pro- 
ducing low grade necrosis leading to chronic ulcera- 
tion, The organism proved to be a Streptococcus pyo- 
genes of human strain. In both cases the ulcers had 
enlarged with an irregular, firm, thickened, angrily red, 
ragged, undermined border and uneven deepening of a 
roughly granular glazed base, discharging continuously 
a copious serous fluid. Other than a slight and transient 
regional lymphadenitis, there were no complications. 
The biopsy studies revealed the presence of intracellular 
and extracellular cocci in pairs and short chains, and in 
various types of mediums inoculated with exudate from 
the ulcers a pure culture of the streptococcus was ob- 
tained. In case 1 it was totally impossible to effect 
healing by means of local antiseptic treatment. This 
was unquestionably due to the fact that the organisms, 
ericlosed in a chronic fixed tissue cellular infiltrate in 
the region of the undermined portion of the ulcers, were 
beyond the reach of the agents applied. The sharp and 
prompt effect of sulfanilamide on the ulcer of the arm 
in this case not only solved the problem of therapy but 
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gave confirmatory evidence that the ulcers were of pri- 
mary streptococcus (beta hemolytic) etiology. The 
ulcers of the leg in case 2 were each about four times 
the size of the large ulcer of the right forearm in 
case 1. The effect of sulfanilamide on these ulcers was 
as sharp and prompt as in case 1. Sterilization of the 
lesions took place as a result of the initial “course” of 
sulfanifamide, ranging from a total daily dosage of 60 
grains to the gradually reduced dose of three 5 grain 
tablets a day. The slower healing in case 2 as compared 
to that in case 1 was obviously due to the larger size 
of the ulcers, their location on the lower extremities 


and the presence of numerous varicose veins. 





RECENT STUDIES ON PATHOGENESIS OF 
WERLHOF’S DISEASE 


Mario Torrioli and Vittorio Puddu, Rome, Italy 
(Journal A. M. A., Oct. 15, 1938), state that the re- 
sults of researches on Werlhof’s disease quite recently 
carried out in the laboratories of Johns Hopkins Hos- 
pital appear to be in perfect unison with the ones made 
by Torrioli and his associates. By means of intra- 
venous injections of a spleen digested extract from a 
patient with Werlhof’s disease, Troland and Lee re- 
peatedly obtained a strong diminution of the platelets in 
the circulating blood of rabbits. Troland and Lee seem 
to arrive at the conclusion that the thrombopenic sub- 
stance is specific of the splenic tissue in Werlhof’s dis- 
ease. On this point, however, the authors wish to make 
a reservation. In the first place it should not be for- 
gotten that a decrease of platelets in circulating blood 
was obtained by Torrioli and Pusic with norma) spleen 
extract. In the second place the controls used by the 
American authors were thyroid tissue, myomatous 
uterus which, like muscular tissue, has almost no effect 
at all on the thrombopoietic system, and finally a spleen 
from a patient with Banti’s disease and from one with 
hemolytic disorder, both of which differ widely from 
normal spleen as regards structural and functional plan. 
It is to be hoped that experiments with extracts of 
normal spleen and other normal organs will be made 
on a larger scale in order to set on a perfectly clear 
basis the point regarding the specific character of this 
principle, a point which appears to them of the utmost 
importance for the next step toward the future solution 
of the problem. 





ARE TAXES HIGH? 
Speaking editorially the Daughters of America 


Magazine for July says: “Government expenditures per 
capita are as follows: United States, $133: Great 
Britain, $123; France, $103. National expenditure for 
government is $523 per family. Politicians blame high 
taxes on relief work, whereas only $90 of the $523 
represents state and federal relief. If none were on 
relief each family would still be taxed $433. . With 
taxes in the United States the highest in the yorld, 
you have a fair indication of the present-day condition 
of American liberty.” 
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ACUTE APPENDICITIS WITH PERFORA- 
TIVE PERITONITIS 


Karu A. Meyer, M. D., Perer A. Rost, M. D., 
ALFRED LUECK, M. D., and 


Matcotm Topp, M. D. 
CHICAGO 


Acute appendicitis without perforation today 


offers no great surgical problem. Removal of the 
appendicitis, barring the few catastrophies, infec- 
tions and pneumonic complications, is associated 
with a very low mortality. At the Cook County 
Hospital during the period of 1928-1932 there 
were 1,857 patients with acute appendicitis with- 
out perforation, with a mortality of 1.1 per cent., 
whereas, during the period of 1937-1938 there 
were 1,585 patients with acute nonperforative 
appendicitis, with five deaths or a mortality of 
0.39 per cent. Individual surgeons have still 
lower mortality figures in their own series. Im- 
mediate appendectomy in view of our present 
knowledge is the best treatment of acute non- 
perforative appendicitis. 

Acute appendicitis complicated by perforation 
of the appendix with local or diffuse peritonitis 
remains a serious surgical problem. Every year 
in the registration area of the United States 
approximately 16,000 deaths are reported from 
acute appendicular peritonitis. Hvery year the 
medical literature contains many articles devoted 
to acute appendicitis and its complications. 
Black reviewed 37 such articles, which contained 
reports on 83,144 cases operated upon by 1,500 
surgeons in 150 hospitals, The mortality rate 
tor the entire series was 4.55 per cent. with 
variations of 0.036 per cent. to 11.40 per cent. 
The mortality for acute perforative appendicitis 
complicated by diffuse peritonitis varied from 
11.25 per cent, to 33,00 per cent. or an average 
of 24.19 per cent. This series is sufficiently large 
to give a fairly accurate picture of the results 
obtained in the treatment of acute appendicitis 
and its complications. 

Important problems in the treatment of acute 
perforative appendicitis are prophylaxis and 
early surgical consultation. The patient’s neg- 





From the Cook County Hospital, Chicago, Illinois. 


Presented before Section on Surgery, 99th Annual Meeting, 
Illinois State Medical Society, Rockford, May 3, 19389. 
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lect in seeking medical advice for the early 
symptoms of acute appendicitis is probably the 
greatest contributing factor in allowing the 
appendix to perforate. Much needs to be done 
in educating the public regarding the classical 
symptoms of acute appendicitis and the serious- 
ness of allowing the appendix to perforate. Self- 
medication, especially as pertaining to catharsis 
for indefinite abdominal distress continues to be 
an important factor in the mortality rate of 
perforative appendicitis. Cathartics are respon- 
sible not only for a greater incidence of perfora- 
tions but to a more diffuse peritonitis. Upon 
the family physician falls the greatest responsi- 
bility of educating the public concerning these 
contributing factors. Upon druggists falls the 
responsibility of advising purchasers of cathar- 
tics to consult their family physician before try- 
ing purgaton for abdominal pain. 

Present day medical practice rarely is respon- 
ble for allowing the appendix to perforate. 
However, on account of the protean manifesta- 
tion of acute appendicitis errors in diagnosis are 
not infrequent and occasionally an appendicular 
peritonitis occurs while the patient is under 
unsuspecting medical management. In view of 
the enormous differences in the mortality rate of 
acute appendicitis and of acute perforative 
appendicitis, exploration of the appendix of those 
patients in whom an acute appendicitis cannot be 
ruled out is justified. 

Until the millennium is reached in which all 
the patients with acute appendicitis are operated 
upon before perforation occurs, the management 
of acute appendicular peritonitis shall continue 
to be one of surgery’s greatest problems. In 
order to evaluate the various factors contributing 
to the mortality rate at the Cook County Hospi- 
tal we reviewed 1,000 records of patients with 
acute perforative appendicitis during the period 
of 1928-1932 and subsequently reviewed the rec- 
ords of similar cases admitted in 1937 and 1938. 
As a basis for study we divided the patients into 
two groups: (1) acute perforative appendicitis 
with diffuse peritonitis, and, (2) acute perfora- 
tive appendicitis with localizing peritonitis. 

During the period of 1928 to 1932 there were 
519 cases of acute appendicitis with perforation 
and diffuse peritonitis with 139 deaths or a mor- 
tality rate of 26.4 per cent. During the period of 
1937 and 1938 there were 262 cases with 61 
deaths, or a mortality rate of 23,3 per cent, These 
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mortality figures are higher than those reported 
by individual surgeons. However, in our series 
are included all cases admitted to the hospital. 
Some of the patients were moribund on admis- 
sion, so that any treatment was futile. These 
figures, however, do give a picture of the diffuse 
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type of appendicular peritonitis seen in the indi- 
gent population. The mortality rate for the two 
periods was essentially the same. The 3.1 per 
cent. decrease in the death rate in the 1937-1938 
period is probably statistically insignificant or 
might have been due to the more liberal use of 
blood transfusions made possible by our recently 
instituted blood bank and to the routine use of 
constant duodenal suction. The general prin- 
ciples of treatment were the same in both groups. 

A review of the records of the two groups 
showed the relationship of age, duration of ill- 
ness, type of operation and drainage of the peri- 
toneal cavity to the mortality rate to be essen- 
tially the same so that the two series were con- 
sidered together. The incidence of diffuse appen- 
dicular peritonitis and mortality rate in relation 
to age is shown in Fig. 1. The greatest number 
of patients, 242, or 31 per cent. of the total were 
between 11 and 20 years. There were 169 
patients between one and ten years and 146 
between 21 and 30 years. 

In the remaining decades there was a propor- 
tionately decreasing incidence of diffuse perito- 
nitis. The mortality rate in relation to age 
remained between 19.8 per cent. to 27.2 per cent. 
for the first four decades. There was a gradual 
rise in the fifth and sixth decades and an abrupt 
rise after 60 years of age. The slightly higher 
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mortality in children under ten years is probably 
due to the fact that at this age the omentum is 
proportionately less developed than in adults, so 
that perforation of the appendix tends to produce 
a greater amount of leakage and a more rapid 
diffusion of the peritoneal infection than in 
adults. The gradual rise after 40 years is due 
in some degree to the diminished resistance, 
consistent with advancing years. However, in 
this group of cases, there was a greater number 
of errors in the diagnosis of acute appendicitis 
or of the ensuing appendicular peritonitis. In 
these older patients the symptoms were more 
atypical than in the younger groups and were 
more frequently mistaken for an acute nonsurgi- 
cal abdominal infection. Misapplied conserva- 
tive management in many of these cases was a 
contributing factor to the rising mortality rate. 
The highest mortality rate occurred after 60 
years. In our series the incidence of diagnostic 
errors and postoperative complications was the 
greatest in this period. 

The relationship of the duration of the disease 
to the mortality rate is illustrated in Fig. 2. The 
majority of patients, 299 or 40.4 per cent. of the 
entire group were operated upon during the sec- 
ond day of the disease; 195 patients or 26.3 per 
cent. were operated upon during the third day 
and 105 or 14.2 per cent. during the first twenty- 
four hours. There were only 66 cases or 8.9 
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per cent. operated upon during the third day of 
the attack, the remaining patients were operated 
upon during the fifth to the eighth day of the 
disease. The mortality rate in relation to the 
duration of the disease remains fairly constant, 
20.7 per cent. to 23.8 per cent., during the first 
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two days of the illness. After the second day 
the number of deaths gradually increases from 
30.9 per cent. in the third day to 50 per cent. 
in the sixth and 66.6 per cent. in the eighth 
day. The rising mortality rate with the dura- 
tion of the disease is consistent with the greater 
diffusion of the infections from a persistently 
leaking appendix. The peritoneal cavity may 
withstand the initial spilling from a perforated 
appendix but may be unable to withstand the 
continuous contamination for several days. 

The relationship of the type of incision to the 
mortality rate is shown in Fig. 3. There were 
426 patients who were operated upon through a 
McBurney incision with 82 deaths or a mortality 
rate of 19.2 per cnt. Whereas, there were 180 
cases operated upon through a right rectus inci- 
sion with 42 deaths or a mortality rate of 23.3 
per cent. There were 11 patients upon whom a 
mid-line incision was made with five deaths or 
a mortality rate of 45.4 per cent. From these 
figures one can assume a gradually increasing 
mortality as the incisions are placed more medi- 
ally. The ideal incision for an appendectomy 
in patients with a diffuse peritonitis is an inci- 
sion that allows the greatest exposure of the 
appendix with a minimum exposure of the 
remaining peritoneal cavity. In this way the 
appendix can be removed as a source of infection 
without disturbing the localizing processes 
already in progress. The McBurney incision 
fulfills these qualifications. The McBurney in- 




















Yo eee NUMBER OF PATIENTS AND MORTALITY 
Bey RATE IN RELATION TO THE ABDOMINAL 
peal INCISION +++ 
Yoo. 426 pez 

19.2% 
300 
200 
/80[ Dv2 
23.3% 
AW 
400 
“(Sev 
MS BURNEY RIGHT MIDLINE 
RECTUS 
a. 
Fig. 3. 


cision, especially if placed laterally near the 
anterior-superior spine of the ileum and with 
the middle of the incision over the maximum 
point of tenderness, has the advantage of enter- 
ing the peritoneal cavity lateral to the cecum 
and usually directly over the leaking appendix. 
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There is less manipulation of bowel or packing 
off of intestine than in the more medial inci- 
sions. If the appendix is retrocecal the McBur- 
ney incision can be enlarged toward the lumbar 
region, thereby freely exposing the retrocecal 
space. With the cecum and ascending colon dis- 
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placed medially in these cases there is very little 
manipulation in the general peritoneal cavity. 
If the appendix lies medially or in the pelvis, 
the McBurney incision can be enlarged down- 
ward either by cutting across the internal oblique 
and transversalis muscles or cutting downward 
through the rectus fascia along the lateral border 
of the rectus muscle. Incisions placed more 
medially expose a greater extent of the perito- 
neal cavity and often interfere with the natural 
defensive mechanism that is attempting to wall 
off the perforated appendix. The mid-line inci- 
sions were made because of the errors in diag- 
nosis. 

Drainage of the peritoneal cavity continues to 
be a controversial procedure in the treatment 
of acute perforative appendicitis with diffuse 
peritonitis. As shown in Fig. 4 there were 370 
patients upon whom an appendectomy was done 
and peritoneal cavity drained with 101 deaths 
or a mortality rate of 27.2 per cent. Whereas, 
there were 276 patients in whom appendectomy 
was done without drainage of the peritoneal 
cavity with 47 deaths or a 15.9 per cent. mor- 
tality. It would appear from these figures that 
drainage of the peritoneal cavity instead of 
decreasing the mortality rate actually increases 
the number of deaths. These groups figures may 
not be a just evaluation of the problem since 
some surgeons established drainage in the more 
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severely ill patients whereas they failed to drain 
the peritoneal cavity of the patients in moder- 
ately good condition. However, one can conclude 
that drainage or non-drainage of the peritoneal 
cavity probably are no factors in determining 
the eventual outcome of a patient with diffuse 
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peritonitis. Drainage of the peritoneal cavity 
as shown experimentally by Gage is impossible 
for more than eight to 12 hours, at which time 
the drain is surrounded by fibrinous exudate and 
bowel which wall it off from the general peri- 
toneal cavity. Necropsy studies likewise show 
that drains which are inserted at operation are 
walled off from the general peritoneal cavity by 
omentum, fibrinous exudate and adherent intes- 
tine. Statistical studies fail to show any pro- 
nounced reduction in the mortality that can be 
attributed to drains. The patients live or die, 
not because of the number of drains in their 
peritoneal cavity or the absence of such drains, 
but because of the extent of the diffuse peri- 
tonitis and the type of surgery that is done. 
Much more important than drainage of the 
peritoneal cavity is the care of the abdominal 
wound following an appendectomy for a diffuse 
appendicular peritonitis. Such wounds are in- 
variably contaminated by the purulent peritoneal 
exudate. Most of these wounds become infected 
postoperatively. The infection usually causes 
only local sloughing from which the patient 
recovers with little morbidity or at most an 
incisional hernia. We have had, however, four 
deaths from abdominal wall infections following 
removal of a perforated appendix. Recently we 
have scrubbed these wounds with soap and water, 
as described by Jackson, cut away any grossly 
infected fat, and closed the wound primarily 
with a small soft rubber tissue drain down 


September, 1939 


through the muscles. Many of these wounds 
became infected but the infection was less severe 
than wounds that were not cleansed. An alter- 
native method is to leave the incision open after 
the operation, only closing the peritoneal cavity. 
The abdominal wound is allowed to heal by sec- 
ondary intention. 

The postoperative treatment that gave the 
best results was a modification of the Ochsner 
regime. Fluids were given by intravenous drip; 
nothing was given by mouth or rectally. Blood 
transfusions were given liberally and continuous 
duodenal suction was used routinely. After the 
peritoneal infection was controlled and peristal- 
sis was reestablished fluids were given orally and 
later followed by more solid foods. No large 
enemas were given because of the’ danger of 
“blowing out” the appendiceal stump, although 
small oil or water enemas were given as desired. 

The second group of patients studied were 
those patients who had a mass, which was found 
on routine examination, palpated under anes- 
thesia or found after the abdomen was opened. 
The presence of a mass was considered as an 
indication that the inflammatory process was 
being localized. In those patients who were 
operated upon, a perforated appendix was found 
in the center of the mass. Around the perfora- 
tion there was a variable amount of pus. Form- 
ing the wall of this abscess there was a zone of 
fibrinous exudate, adherent intestines and omen- 
tum which protected the general peritoneal 
cavity from the inflammatory process. For 


PATIENTS WITH MASS->- 
OPERATED--NUMBER OF PATIENTS 
AND MORTALITY PERCENT IN 
RELATION TO DURATION OF ILLNESS++~ 


INO. OF 

% Kases 

V0! fool fi fox 
eee 
/ \ 

so] 75 

20} 50 

oe} ash 

















3 4 
DAYS OF ILLNESS 


Fig. 6. 


statistical study we divided the patients with a 
mass in two groups, (a) those patients who were 
operated upon, and (b) those patients who were 
treated by the Ochsner management. Like in 
the treatment of diffuse peritonitis, the results 
during the 1928-1932 period and the 1937-1938 
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period were practically the same so that they 
were tabulated together. 

There were 346 patients with a periappendicu- 
lar mass who were operated upon, with 63 deaths 
or a mortality of 18.0 per cent. The incidence 
and mortality rate in relation to age is shown 
in Fig. 5. The highest incidence was between 
11 and 40 years, after which the number of 
patients gradually decreased. The death rate 
was lowest between one and ten years and gradu- 
ally increased until it reached 38.3 per cent. in 
patients past 61 years. This increasing mortality 
with advancing years, which was also present 
in patients with diffuse appendicular peritonitis, 
is due to the gradually diminishing resistance 
and the increasing incidence of diagnostic errors 
in the aged. 

The number of patients and mortality rate in 
relation to the duration of the illness is shown 
in Fig. 6. The number of patients was greatest 
in the second and third days of the illness. 
Unlike in diffuse peritonitis where the incidence 
was greatest during the second day, in patients 
with a mass the incidence was evenly distributed 
throughout the eight-day period. The number 
of deaths was likewise more evenly distributed 
and decreased with the duration of the illness, 
whereas in diffuse peritonitis the deaths propor- 
tionately increased with the duration of the 
infection. The mortality rate was higher in 
those cases operated upon in the first three days 
and subsequently gradually decreased. The 40 
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per cent. mortality in the sixth day is probably 
of no statistical importance on account of the 
small number of patients recorded. This decreas- 
ing mortality rate with the duration of the illness 
in patients with a periappendicular mass is 
directly the opposite result obtained in the analy- 
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sis of patients with diffuse peritonitis in whom 
the mortality increased proportionately with the 
duration of the peritonitis. 

In the group of patients with a periappendicu- 
lar mass who were not operated upon there were 
284 cases with 12 deaths or a mortality of 4.2 
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per cent. In Fig. 7 is illustrated the incidence 
and mortality rate according to age. The inci- 
dence curve has the same form as the curve of 
the patients with a mass who were operated upon. 
The number of patients is greatest between the 
age of 11 and 20 years. The mortality rate 
is very low in all age groups except in patients 
over 61 years, in whom the death rate rose 
abruptly to 25 per cent. However, after 61 years 
the number of patients is too small for statistical 
analysis. 

Fig. 8 illustrates the number of patients and 
mortality per cent. in relation to the duration 
of the illness. The incidence is more or less 
evenly distributed over the recorded eight-day 
period. The mortality rate is low and evenly 
distributed throughout the entire period. 

A review of the patients with a mass shows 
that the mortality is about four times as great 
in those patients operated upon (18 per cent.) as 
in the group not operated upon (4.2 per cent.). 
This mortality ratio was the same in the 1928- 
1932 and 1937-1938 groups. 

During 1937-1938, however, there were pro- 
portionately more patients with a mass treated 
according to Ochsner’s management than in the 
previous period. Because of this fact the mor- 
tality for the entire group of patients with a 
mass, operated and not operated upon combined, 
was lower. In 1928-1932 there were 481 patients 
with a mass with 59 deaths or a mortality of 
12.2 per cent., whereas in 1937-1938 there were 
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249 patients with 16 deaths, or a mortality of 
6.8 per cent., or a decrease in about 45.3 per 
cent. This reduced mortality rate for the group 
of patients with a mass was the only improve- 
ment in the treatment of the perforated appen- 
dix noted (1937-1938) over the previous period 
of 1928-1932. 

Because of this reduced mortality and the 
reduction in the mortality of the nonperforative 
appendix from 1.1 per cent. in 1928-1932 to 0.3 
per cent. in 1937-1938, the hospital mortality 
for all patients admitted with acute appendicitis 
was likewise lowered. During 1928-1932 there 
were 2,857 patients with 219 deaths, or a mor- 
tality rate of 7.6 per cent., during 1937-1938 
there were 2,094 patients with 82 deaths or a 
mortality of 3.9 per cent., a 48.3 per cent., 
decrease. 

SUMMARY 


The two fundamental principles in treatment 
of acute perforative appendicitis are: (1) re- 
‘moval of appendix which nature has failed to 
“wall off’ by a mass of fibrinous exudate, bowel 
and omentum from the general peritoneal cavity ; 
and (2) assistance of the general reparative and 
immunological processes in those patients in 
whom there is evidence of localization or “wall- 
ing off” of the peritonitis. The first would 
entail immediate appendectomy; the second de- 
layed operation or the Ochsner treatment. The 
surgical therapy therefore depends upon the 
presence or absence of localization of the appen- 
dicular peritonitis. Many arbitrary rules, par- 
ticularly in relation to the duration of the 
illness, have been established as guides to the 
most opportune time of operating upon these 
patients with appendicular peritonitis. But, 
since there are many variable factors following 
perforation of the appendix, rules often lead to 
meddlesome surgery or, not infrequently, to 
unnecessarily delayed surgery. There is no dis- 
ease in which individualization of therapy is as 
important as in the treatment of diffuse appen- 
dicular peritonitis. There is also no disease in 
which the errors of commission are often as 
serious as the errors of omission. In the pres- 
ence of definite evidence of localization such as 
a mass or gradually receding diffuse abdominal 
tenderness immediate surgery, as shown by the 
study of our figures increases the mortality rate. 
Since the appendix is being “walled off” from 
the peritoneal cavity the indications are to aid 
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the localizing and immunologic processes. 
Ochsner’s management which consists essentially 
of starvation and constant duodenal suction so 
as to put the bowel at rest and the administra- 
tion of parentereal fluids, is the most physiologic 
procedure to follow. Surgical intervention in 
these cases may break through the protective 
barriers and convert a localized peritonitis into 
a diffuse peritonitis, or into what Bowers most 
aptly calls “induced spreading peritonitis.” In 
our series we have had 12 patients with a mass, 
who were unquestionably recovering from per- 
forated appendix with a localized peritonitis, die 
from diffuse peritonitis after untimely surgery. 
We have likewise reviewed many records of 
patients who were convalescing satisfactorily 
from an appendiceal mass or localized peritonitis 
and who became gravely ill with signs of spread- 
ing peritonitis after thoughtless surgery. For- 
tunately, most of these patients had enough 
resistance to overcome the operatively-induced 
spreading peritonitis. It has been our practice 
to treat all patients with a mass or localizing 
peritonitis by Ochsner management. Most of 
the patients will recover completely on this man- 
agement alone. In a small percentage of patients 
the mass will become larger, the temperature and 
leucocyte count will begin to rise. In these 
patients who fail to respond satisfactorily to 
the Ochsner treatment the mass usually reaches 
sufficient size so that it comes in contact with 
the parietal peritoneum of the anterior abdomi- 
nal wall, or bulges in the right lumbar region in 
case of a retrocecal appendix or into the rectum. 
An incision over the most prominent portion of 
the abscess will allow adequate drainage. Since 
the incision is within the area of adhesion 
between parietal peritoneum and: abscess wall 
there will be no soiling of the peritoneal cavity 
by the pus draining from the abscess. Not 
infrequently an abdomen is opened under the 
mistaken diagnosis of acute appendicitis without 
perforation and a mass is found in the appen- 
diceal area. But the mass is not adherent to 
the parietal peritoneum or is far removed from 
the abdominal wound so that an incision into 
the abscess will allow pus to drain into the 
peritoneal cavity and induce a spreading peri- 
tonitis, In these patients the abdominal wound 
is closed without attempting to drain the appen- 
diceal mass. The patient is placed on Ochsner’s 


management. In the majority of the patients 
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the mass will disappear. In a few instances the 
mass will increase in size and can be drained 
after it bulges in the right lower quadrant. 

An alternative method of managing this type 
of appendiceal mass is to close the original inci- 
sion and make a second incision directly over 
the mass. The abscess that is adherent to the 
parietal peritoneum may then be drained with- 
out soiling the peritoneal cavity. A third method 
of dealing with this problem is that if the 
abscess wall is not adherent to the perietal peri- 
toneum the mass may be surrounded by iodoform 
gauze inserted between the mass and the parietal 
peritoneum so as to stimulate plastic exudate 
and adhesions around the abscess and between 
it and the abdominal wall. Twenty-four hours 
following this procedure the abscess may be 
safely drained. 

The management of acute diffuse appendicular 
peritonitis continues to remain a difficult prob- 
lem. The fundamental principle involved is 
whether or not the patient is suffering from a 
constantly leaking appendix, from which both 
appendiceal and cecal contents are continuously 
spilled into the peritoneal cavity, or, whether 
the patient has a peritonitis from the initial 
spillng of the appendiceal contents, the appendix 
in the meantime having been “walled off’ by 
fibrinous exudate and is no longer a focus of 
infection to the peritoneal cavity. The clinical 
determination of these underlying pathologic 
processes is difficult and often impossible. The 
presence of a diminishing area of abdominal 
tenderness and its localization to the right lower 
quadrant is a valuable sign in determining 
cessation of leakage from the appendix or at 
least a “walling off” of the process to the peri- 
appendicular area. The indication of treatment 
in these patients is to assist the localization and 
build up the general immunological processes. 
The conservative Ochsner management will give 
a lower mortality rate in these patients than sur- 
gical intervention. 

In the absence of definite findings of localiza- 
tion expeditious removal of the appendix is the 
best plan to follow, since the appendix is prob- 
ably still a source of infection to the diffuse 
peritonitis, Surgery in these gravely ill patients 
should be limited to the region of the appendix 
and should be done with a minimum of trauma 


or manipulation of the intestines. A laterally 


placed McBurney incision with the middle of the 
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incision over the point of greatest tenderness has 
given us the best results. It probably makes very 
little difference in the eventual mortality 
whether or not the peritoneal cavity is drained. 
Close observation during the postoperative pe- 
riod for signs and symptoms of complications 
and sequellae and the early treatment of these 
conditions will be helpful in reducing the mor- 
tality and make for a more uneventful conva- 
lescence. Meddlesome postoperative treatment 
that has no definite proven therapeutic effect 
should be avoided. Particularly dangerous are 
large enemas to combat abdominal distention. 
The danger of causing a “blow out” of the ap- 
pendiceal stump far outweighs any good that can 
be obtained by giving enemas into a paralyzed 
bowel. Rigid adherence to the principle of star- 
vation and constant duodenal suction so as to 
put the bowel at rest and intravenous adminis- 
tration of fluids, minerals and dextrose, will give 
the smoother postoperative course and lower 
mortality. A factor that has received too little 
attention in the past is the development of im- 
munity to the organisms causing the diffuse 
peritonitis. Bower and his coworkers have shown 
a high titer to the antitoxin of the bacillus 
Welchii in a high percentage of patients recover- 
ing from appendicular peritonitis. He has like- 
wise reduced the mortality rate from diffuse 
peritonitis by the administration of the Welch 
antiserum and convalescent serum. In view of 
the persistently high mortality with our present 
therapeutic procedures elucidation of the im- 
munologie responses in patients with diffuse 
peritonitis may offer a new aid in the reduction 
of the mortality from acute perforative appendi- 
citis. 
DISCUSSION 
Dr. Marshall Davison, Chicago: I think that Dr. 


Meyer is very modest in the presentation of his paper, 


particularly since he has used the editorial “we” and 
has never spoken in the first person. One might think 


the statistics he has presented are general, but in a 
period of 20 years of listening to Dr. Meyer as head 


of the Cook County Hospital we must realize that 


these statistics are the result of his teaching. For 


many years Dr. Meyer has had several points that he 
has brought before the interns; first, early operation 
for appendicitis, and second, the conservative manage- 
ment of patients who were seen late. I think those 


two points are the most important ones in the manage- 
ment of acute appendicitis. There is no point in dis- 
cussing the management of an uncomplicated acute 
appendicitis. We are all agreed that it is a surgical 


lesion as soon as the diagnosis is made when that 
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diagnosis can be made early. The difficulties in man- 
agement come from the complications of appendicitis, 
and not from the appendicitis alone. You have all 
hgard the old saying that no one dies from appendicitis 
but that they die from the complications. 

Dr. Meyer has very well divided these complications 
into the spreading type of periappendicitis, and the 
localized type of peri-appendicitis. If I may 1 would 
like to speak from the point of view of the appendiceal 
phlegmon and abscess. To be able to manage one of 
these cases intelligently the case must be seen for the 
first time late. We see many of these cases at the 
Cook County Hospital because most of them come 
under our management the second or third day. If 
we had seen them in the first twenty-four hours they 
would never have reached the stage of complications. 
I would say the majority come in with signs of localiz- 
ing peritonitis, at which time we believe it is most 
dangerous to operate. Dr. Meyer has said the danger 
of producing peritonitis merely from the trauma of 
surgery is a factor that is not appreciated. 

One might compare the formation of an appendiceal 
abscess to the formation of an ordinary boil. It goes 
through the stage of induration before the formation 
of a so-called head. We have all been taught since 
early days in pathology that the worst thing to do with 
a boil is to open it too early or squeeze it. We can 
say practically the same of an early appendiceal mass. 
These are not abscesses but are phlefmons comparable 
in that stage of development to the so-called boil. The 
mass may progressively enlarge for three, four, five 
or six days, and then much to our surprise in anywhere 
from 60 to 70 per cent. will subside spontaneously and 
completely disappear without any surgical intervention. 
Such masses in the early stage may have had small 
quantities of pus, but the resistance of the individual 
has been great and the pus is absorbed. Those that 
appear early and never reach the stage of suppuration 
are often continuously in the phlegmonous stage and 
will absorb much more rapidly than the larger masses 
which contain small amounts of pus. Dr. Meyer has 
spoken of the danger of opening these masses and has 
brought out the wisdom of closing the abdomen that 
is opened and found to contain one of such inflamma- 
tory masses, either with or without purulent exudate. 
Sixty or 70 per cent. of these masses will absorb with- 
out operative interference. Those that will require 
operative interference are those that have gone beyond 
the stage of induration and have developed into a well 
walled-off localized appendiceal abscess. Then surgi- 
cal treatment is not undertaken with the idea of doing 
an appendectomy, but merely of draining a localized 
accumulation of pus within the abdomen. 

I do not think there is a great deal of question but 
that every case of spreading appendicitis due to a leak- 
ing appendix should be operated upon early. I agree 
with. Dr. Meyer that drainage does not make much 
difference in the ultimate mortality, because I do not 
believe it is possible to drain the entire abdominal 
cavity through a McBurney, right rectus or mid-line 
incision, 
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The most difficult ‘time in appendicitis is in telling 
whether an abscess is going to localize; there are no 
symptoms or signs or anything in the history that will 
give information that the attack will subside and be 
treated as a localized appendiceal phlegmon. I really 
believe that probably the highest mortality in cases of 
appendicitis are in those which are treated conserva- 
tively but which should have been treated from the 
first with early appendectomy. Individuals in which 
pathological secretions localize following an appendiceal 
leak are fortunate. There are some in which localiza- 
tion begins at once. The first of the causes of local- 
ization is the anatomical position of the appendix; the 
retrocecal space is the most outstanding illustration. 
Second in the cause of localization is the presence of 
previously formed adhesions. We should say that the 
patient who has had previous attacks may develop a 
localized affair due to the resultant formation of ad- 
hesions. Third, thickness of the appendiceal wall; 
in this type the appendix will leak more slowly and 
this should presumably give nature more time to local- 
ize the process. Taking into consideration these three 
factors you will see that there is nothing by which we 
can tell at the onest of the attack whether they are 
present, or if present, whether they will work. Con- 
sequently we should not wait for localization in the 
early cases; we see localization under our eyes only at 
the time we see the patient for the first time late. 

Dr. V. M. Seron, Joliet: I would like to ask Dr. 
Meyer two questions. First, in an acute ruptured 
appendix with beginning peritonitis, probably localized, 
which has been operated upon but the wo::nd breaks 
open from pus drainage, how soon would he re-operate 
to close up at least the fasical and superficial layers, 
if not the peritoneum, where the bowel is pushing up 
into the wound. 

Second, in a ruptured appendix with pus drainage 
what is the danger of intestinal obstruction after the 
wound has healed and adhesions have formed? 

Dr. Frederick Christopher, Evanston: There is one 
point that Dr. Meyer did not mention which I think 
probably was not included in the subject matter of his 
talk; that it is good practice to advise everyone who 
has had an appendiceal abscess, who may have re- 
covered spontaneously, to have a subsequent appen- 
dectomy. 

Dr. A. D. Kirby, Champaign: How often in these 
cases of acute appendicitis do you find it necessary to 
do an enterostomy ? 

Dr. Karl Meyer, Chicago (closing): The secondary 
closure of an abdominal wound depends on the bac- 
teriological examination. If there is still evidence of 
infection by culture, no secondary closure should be 
done. In answer to Dr. Christopher’s question of 
when to operate following infection of the peritoneal 
cavity, it is our policy to wait for a period of at least 
two months. For a very large abscess, a longer time 
should ensue before the removal of the appendix is 
attempted. It is our policy to advise patients who 
have had a periappendiceal infection to have an appen- 
dectomy as only ten per cent. destroy themselves by 
infection or gangrene. Relative to the question of 
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enterostomy, it has been my belief and experience that 
it has only a very limited use in the treatment of 
paralytic ileus. The treatment of paralytic ileus 
is very important and demands very early care. The 
use of the Levine tube, adequate fluid balance, blood 
transfusions and medicinal agents for the stimulation 
of the intestinal musculature will be of great benefit 
to these patients. The question of mechanical ileus 
is a very important one and it occurs in a definite 
number of patients who are recovering from acute 
appendicitis. Here again it is of great importance 
to differentiate mechanical obstruction that demands 
reentering the abdominal cavity and one that is simply 
due to a paralytic ileus. 
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Rarely is one called upon to diagnose primary 
tuberculous enterocolitis. This condition is today 
a rarity, because its former prolific source, 1. e.. 
milk from tuberculous cows, has been almost en- 
tirely eliminated. The secondary type of tuber- 
culous enterocolitis, on the whole, offers few 
diagnostic difficulties, since it is, almost invari- 
ably, preceded by pulmonary tuberculosis, which 
at this stage is most likely to be advanced. There- 
fore the occurrence of any gastro-intestinal dis- 
order should then lead to the suspicion of, and 
inquiry into, the possible presence of tuberculous 
enterocolitis. 

While it is generally held that there are no 
symptoms conclusively diagnostic of tuberculous 
enteritis, yet the mode of their onset and develop- 
ment, their inevitable effect on the body economy, 
together with the physical findings, x-ray and 
laboratory examinations, render a _ diagnosis 
fairly certain. It is the summation of all the 
symptoms, physical signs and laboratory data, 
rather than any particular ones, that determines 
the diagnosis. 

The various symptoms occurring in intestinal 
tuberculosis have been reported from time to 
time by many authors, among them Brown,’ 
Engelsmann,? Lemon,*** and Logan.® These 
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authors are very much in accord in their deserip- 
tions of the variable symptom-complex in intes- 
tinal tuberculosis. In the roentgen diagnosis of 
tuberculosis, however, there seems to be some 
difference of opinion as to the technique used and 
the interpretation of the findings. Due to the 
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physiology and anatomy of the intestinal tract, 
no roentgen method has yet been devised which 
will definitely visualize areas of ulceration. The 
interpretations are based largely on the physio- 
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logical changes that take place in the intestinal 
tract. 

Stierlin? was among the first to recognize 
pathological changes in the lower end of the 
ileum, as well as indurating and ulcerative pro- 
cesses in the wall of the cecum and ascending 
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colon. He summarizes his findings as follows: 
“The diagnosis of a stricture at the lower end of 
the ileum can be established by means of a radio- 
gram which is taken five or six hours after an 
ingestion’ of the bismuth emulsion. Infiltrating, 
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indurating, as well as ulcerative processes of the 
cecum and of the ascending colon manifest them- 
selves regularly by an absence of the physiological 
shadow in this portion of the colon after five or 
six hours. For initial as well as advanced stages 
of the so-called cecal tuberculosis, the absence in 
the skiagram of the shadow of the cecum or of 
the cecum-ascending colon shadow is therefore 
typical. With the aid of radiography, the diag- 
nosis can therefore be established even in cases in 
which it cannot be established clinically. Ulcers 
and infiltrations in the remaining portions of the 
colon can also be recognized in the skiagram by 
a shadow-defect which corresponds to the dis- 
eased section.” 

Brown and Sampson’ confirm Stierlin’s work, 
and in their conclusions state: “The presence of 
a spasm or spastic filling defects, irregular con- 
tour, lack of haustration, failure of the cecum or 
other parts of the proximal colon to retain 
barium, generalized hypermotility with complete 
or almost complete emptying of the colon in 
twenty-four hours, of confirmed segmentation 
with the dilatation of some coils of the small 
bowel, ileac stasis and gastric retention are the 
essential points in the roentgen diagnosis when 
the intestine is studied at the seventh, eighth, 
ninth or tenth hours and again at the twenty- 
fourth hour. The barium enema usually con- 
firms the fact that the ulcerated cecum or other 
portions of the colon may fail to receive or to 
retain the barium. And, conversely, the normal 
colon usually is represented by smooth, even 
haustrations without decided irregularities in 
outline. A normal enema, however, does not ex- 
clude the presence of intestinal tuberculosis, nor 
does contraction of the distal colon always indi- 
cate the presence of disease. The roentgen method 
of diagnosis reveals the presence only of intes- 
tinal ulceration, but, when associated with 
pulmonary tuberculosis, especially if the pulmo- 
nary disease is at all advauced, it is safe to make 
a diagnosis of intestinal tuberculosis.” 

Hammer® by means of the barium enema 
studied the bodies of persons who had died of 
pulmonary tuberculosis. He removed the distal 
20 cm. of the ileum and the proximal 25 cm. of 
the colon; filled it with contrast material, blew 
the excess out and inflated the intestine with air: 
made x-ray pictures of it; and then opened it 
and compared the preparation with the x-ray 
picture. He examined 11 bodies. In two cases 
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there was swelling and infiltration of Peyer’s 
patches with central caseation, but no ulcera- 
tion; in six cases there was more or less ulcera- 
tion of the mucosa; in one case there was ulcera- 
tive polyposis with productive intestinal tubercu- 
losis; in one case there was ulceration and 
cicatricial contraction; and in one case there 
was dysenteriform intestinal tuberculosis, In 
one of the cases with ulceration there were nu- 
merous lenticular ulcers with undermined edges, 
which did not show in the roentgen picture. 
Most of the lesions were shown by the contrast 
fluid; swollen Peyer’s patches, which extended 
over the surface, but were not ulcerated, are, in 
general, not demonstrable, ulcers are generally 
recognizable, and when the intestine was inflated 
with air, marginal ulcers are recognizable in the 
slightly jagged and wavy contour. Contracted 
ulcers and scars are generally not recognizable, 
and lenticular ulcers with undermined edges 
were not recognizable. Ulcerative polyposis (pro- 
ductive) and dysenteriform tuberculosis appear 
the same in x-ray pictures as do the pure ulcera- 
tive form; the difference is only relative. Changes 
in the lumen are easily recognizable; and thick- 
enings of the wall are well seen in the x-ray pic- 
ture. On the basis of these postmortem studies, 
an attempt was made to demonstrate similar 
anatomical changes in the living person. For 
this purpose barium enemas were given when 
possible and then the bowel was inflated with 
air. The author studied 34 patients with clinical 
intestinal tuberculosis. In seven of these cases it 
was not possible to use any enemas, but in two 
of these the fine zigzag contour had been demon- 
strated. In the remaining 27 cases, enemas and 
inflation with air showed the fine zigzag con- 
tour; and six of these cases came to necropsy, 
and ulcerative intestinal tuberculosis was found 
in all six. 

The laboratory data (other than x-ray) helped 
but little in the diagnosis of intestinal tubercu- 
losis. Blood and urine examinations proved of 
no consequence. In our series the stools have 
been studied for blood, pus, undigested food and 
amoeba. (Chart I.) Occult blood was frequent. 
The tendencies to gross hemorrhages from the 
intestinal tract are few. Fatal cases have been 
reported. Cruice’® has collected 26 cases of large 
hemorrhages and added four fatal cases. Engels- 
mann" reported two fatal cases. Pus occurs only 
in small quantities. Undigested food is common 
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in the cases suffering from diarrhea. The pres- 
ence of tubercle bacilli in the stools is of no diag- 
nostic value in view of the fact that in most of 
these patients the tubercle bacilli can be recov- 
ered from the stool because of swallowed sputum. 

Pathological studies of intestinal tuberculosis 
date back to Louis’? in 1825. Since that time 
many pathological studies have appeared in the 
literature. From these pathological reports the 
incidence of intestinal tuberculosis as a compli- 
cation in pulmonary tuberculosis varies from 
about 50% to 85%. 

Crawford and Sawyer’ in a survey of 1,400 
autopsies at Fitzsimons General Hospital in 
Denver, Colo., covering a period of 13 years, re- 
port 66.8% tuberculous lesions in the intestinal 
tract. 
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NEGATIV POSIT 
89 Cases of The ‘Gi? and 27 of The 79Were Not Examined 


THE STOOLS WERE EXAMINED FOR PUS, BLOOD 
UNDIGESTED FOOD AND ENTAMOEBA HYSTOLITICA 
ALL NEGATIVE FOR ENTAMOEBA HYSTOLITICA 


BLOOD AND URINE EXAMINATION SHOWS 
NOTHING OF DIAGNOSTIC VALUE. 


Chart 3. 


Goldberg, Sweany, and Brown" in 1928, in 
their pathological studies of enteritis, find 
ulcerative enteritis in 184 out of 230 autopsies 
(80%). In their report they also observed 4.3% 
of this group had peptic ulcer; 20% present 
submucous gastric hemorrhage; and about an 
equal number of them showed atrophic gastric 
glands with atony of the musculature, thinning 
of the mucosa and flattening of the rugae. In 
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other words, approximately 44.3% of the 230 
autopsies suggested gastritis or peptic ulcer. 

In general, tuberculous lesions are commonly 
found from the mid-ileum to the transverse 
colon. Tuberculous lesions in the stomach and 
duodenum are rare, the most common sites being 
in the lower ileum, cecum and transverse colon. 
The most common site of the incipient lesions is 
in one of three places: (a) the lymphoid tissue 
of the ileum above ileocecal valve; (b) in the 
cecum at a point where the food current meets 
the mucosa; (c) the ileal margin of the ileocecal 
valve. 

In our series of 617 cases we have studied in 
detail during the past six years, 79 of these have 
come to autopsy. In this paper we wish to com- 
pare the diagnostic data in the entire group with 
the autopsy group. 


SYMPTOMS— (CHART 2) 


The duration of the gastro-intestinal symp- 
toms in the entire group ranged from three days 
to 17 years, the average being 14 months. In the 
postmorten group the duration of the symptoms 
ranged from eight days to 56 months, the aver- 
age being 20 months. 

Anorexia. The patient usually first notices 
either an abrupt or a gradual loss of appetite. 
Oftentimes he complains of an easily satiated 
appetite which he describes as very “keen” before 
eating. Frequently associated with anorexia is a 
sense of gastric fullness. This bloating is very 
often felt immediately after, or even during, 
meals. On the other hand, the bloating may 
recur at certain times of the day, notably in the 
evening. This symptom we consider of great im- 
portance, especially if it happens to occur in a 
patient who is pulmonally on the mend or even 
if only stationary. It is quite likely, as already 
pointed out by others, that the surprise instances 
of extensive tuberculous bowel ulceration found 
on postmortem, having been unsuspected during 
life, would be fewer if more attention were paid 
to the above described anorexia with the frequent 
concomitant bloating and resort be had to a more 
thorough history and physical examination. 

Vomiting. Vomiting, if present, is seldom of 
the distressing type. Its interpretation is, how- 
ever, at times difficult, since it may appear as an 
emetic cough; if unaccompanied or uninitiated 
by cough, even if not frequent, it should arouse 
suspicion. Repeated copious vomiting imme- 
diately or some time after meals and persisting 
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over a long period is probably not of intestinal 
origin. ‘Thus in one of our cases, it was asso- 
ciated with pain in the epigastrium and ileocecal 
region. ‘The vomiting persisted with varying de- 
grees of severity for a period of six months. The 
patient was put on tuberculous enteritis manage- 
ment, which rapidly proved quite effective. ‘T'wo 
years later the patient died during a frank pul- 
monary hemorrhage. On postmortem _peri- 
hepatitis and perisplenitis were found, but no 
intestinal involvement. Spells of intermittent 
vomiting with or without nausea should always 
be looked upon as of serious prognostic signifi- 
cance. Nausea with or without vomiting may per- 
sist at an irregular time of the day, most fre- 
quently in the morning. 

Pain. Pain as a symptom in specific enteroco- 
litis is of great signticance for it is most con- 
stant. It is seldom very severe and may occur 
early in the disease. In fact, it is very often only 
a tenderness elicited on palpation or motion 
rather than an actual pain. The location of the 
pain while frequently found to be in the ileocecal 
region, in some cases it quite often is—at least 
initially throughout the entire course of the 
colon, the midepigastric region or the lower left 
quadrant of the abdomen. It is obvious that even 
in the unusual instances the ileocecal region, the 
classic site of tuberculous involvement, may 
eventually become the seat of pain. Frequent 
cramp-like, general abdominal pain may occur, 
especially during a diarrhea siege, but seldom is 
it continuous or even prolonged. 

If at the onset the midepigastrium chances to 
be the location of the distress, it occasionally 
simulates peptic ulcer or cholecystitis. However, 
bearing in mind the time relation of the pain, 
the food intake, the rhythmic occurrence of 
remissions, the usual absence of associated 
anorexia, the character of the pain being more 
than mere tenderness—while in tuberculous 
enterocolitic the pain may occur during eating or 
immediately after eating—again it may be re- 
lieved by bowel movement, and at times it is 
severe either before or after a bowel movement. 
Then the greater frequency of intestinal tubercu- 
losis in the pulmonally tuberculous should be 
borne in mind. On the other hand, the oversight 
of a peptic ulcer in the tuberculous is not to be 
condoned. Hence repeated x-ray examinations 
should be had in doubtful cases. 


Cholecystitis is another prolific source of diag- 
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nostic confusion when the pain is epigastrically 
located. As a matter of fact, it may even coexist. 
However, in the average early case the absence 
of a history of periodic attacks, the absence of 
rigidity and pain in the right hypochondrium, a 
negative Graham test suffice to differentiate the 
two conditions. Parenthetically it may be added 
that in the late cases the rigidity of the ileocecal 
region usually propagates itself to the right hypo- 
chondrium. But in these cases the existence of 
intestinal tuberculosis is not questioned. 

The ileocecal site of pain is not devoid of diag- 
nostic difficulties, especially when the onset is 
acute. In that case it is impossible to differen- 
tiate from ordinary acute appendicitis, since it 
invariably presents the initial generalized and 
the subsequent localized abdominal pain syn- 
drome. Moreover, it almost always presents a 
high leucocytosis and an augmented polymor- 
phoneucleosis. The fever curve is nearly always 
identical with that met with in the nonspecific 
appendicitis attack. 

Except in exacerbations of well established in- 
testinal tuberculosis we always advise operation. 
At one time Smithies, et al’® cherished the hope 
that in case it should prove cecal tuberculosis, 
extirpation of the area carrying the brunt of the 
disease, allowing of course for a solitary tubercle 
here and there to remain behind, would eventu- 
ally result in a cure. They found in early sub- 
acute or chronic cases where operation was done 
that the physical findings were no criterion of the 
actual extent of the involvement. Not only the 
cecum but also the ascending colon and even the 
terminal ileum were found studded with nodules 
so as to require an altogether too formidable 
bowel resection. 

Summary of Pain. In general, the pain may 
be acute, stabbing, boring, or cramp-like in 
character, or again may be only a slight soreness 
or dull aching. The pain is most frequently 
localized in the right and left lower quadrant of 
the abdomen or somewhere along the course of 
the large bowel. Again it may be diffused over 
the entire abdomen or localized to the epigastric 
region or entire upper abdomen. The pain 
usually is made worse by eating and is usually 
relieved following a bowel movement or vomit- 
ing. Cold drinks and cold foods may initiate a 
pain or increase the intensity thereof. 

Diarrhea. Diarrhea may be a very early or a 
very late symptom; may be persistent, intermit- 
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tent or alternating with constipation; may be 
painful one time or painless at another time. Its 
outstanding features are that it is always ex- 
hausting as it occurs and emaciating in the 
course of time if not counteracted by treatment. 
An untreated, frequent or prolonged diarrhea 
that does not prove exhausting and emaciating 
is, most likely, of nonspecific origin. The fre- 
quency of the stools may vary from one to 
twenty. The average case suffering from diarrhea 
would complain of from five to six bowel move- 
ments daily during the attack of diarrhea. These 
attacks may last from one day to several weeks. 
The patient suffering from diarrhea rarely com- 
plains of copious pus or blood in the stools. A 
sense of incomplete evacuation is commonly 
complained of during the period of loose bowel 
movements and may prove, at times, very trou- 
blesome. 

Intestinal Hemorrhage. Intestinal hemorrhage 
as a result of intestinal tuberculosis is rare in 
our series. In the small percentage of cases 
where gross bleeding occurred, it was found to 
be due to focal rectal conditions such as hemor- 
rhoids, fissures and thrombosed veins, carcinoma 
or nontuberculous ulcerative colitis. A history 
of gross bleeding interpreted as being due to in- 
testinal tuberculosis occurred in only two cases 
in our series. 

Constipation. Constipation varied from a mild 
form, relieved by small amounts of mineral oil, 
to a severe constipation without bowel movement 
for two or three days. Attacks of severe consti- 
pation may be followed by spells of diarrhea or 
again may persist throughout the entire course 
of the disease. 

Gastric Symptoms. In a careful study of the 
pathological reports, one is inclined to believe 
that various types of gastritis are present more 
frequently than is clinically elicited. An accurate 
knowledge of the gastric involvement can only 
be obtained by the use of the gastroscope, and 
this we hope to add to our diagnostic equipment 
in the near future. The many gastric symptoms, 
such as bloating, fullness, belching, sour stomach, 
heart burn, acid eructation, distress simulating 
peptic ulcer, slight gastric hemorrhages, in the 
absence of x-ray findings, all point to a frequent 
occurrence of a probable gastritis. An early study 
of the gastric mucosa by means of the gastroscope 
in the patient suffering from a pulmonary tuber- 
culosis may glean some very interesting facts. 
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PHYSICAL FINDINGS—(CHART 3) 


With few exceptions the cases under observa- 
tion were all suffering from far advanced pul- 
monary tuberculosis. The average age of the en- 
tire group of the males was 31 years and the 
females 27 years and six months. In the post- 
mortem group the average age of the males was 
27 years and nine months, and the females 24 
years and nine months. 

Loss of weight or failure to gain under proper 
treatment occurring in a patient in whom we 
can discover no extension of the original pul- 
monary lesion, may herald the onset of intestinal 
tuberculosis, provided, of course, we ruled out 
the various conditions such as focal infections, 
hyperthyroidism, diabetes, malignancy, an acti- 
vated latent heart lesion or tuberculous kidney. 
In our entire series, 408 give a history of weight 
loss (66.13%), ranging from one to 80 lbs., the 
average weight loss being ten lbs.; 93 gained 
weight (13.07%), ranging from %4 to 41 lbs., 
the average being 914 lbs.; 32 remained station- 
ary (5.18%) ; 84 (13.62%) were incomplete. In 
the postmorten group 48 (60.76%) showed a 
weight loss ranging from three lbs. to 50 lbs., 
an average of 1834 lbs.; seven (8.86%) gained 
weight, ranging from one to 11 lbs., an average 
of 31% lbs.; two (2.53%) remained stationary; 
and 22 (27.85%) no record, weights probably 
not taken because of the condition of the patient. 

Pallor is also very suggestive. It does not, as 
a rule, mean a true anemia. Pulmonary tubercu- 
losis alone seldom presents that yellow grayish 
shallowiness met with in the untreated, advanced 
intestinal tuberculosis. 

Ascites we found rather uncommon in our 
cases. When it did occur, the presence of intes- 
tinal involvement had already been established. 
On the other hand, the origin of the ascites itself 
was sometimes in doubt. For our purpose we 
have made it a rule to regard in the intestinally 
tuberculous a slow oncoming, moderate ascites 
showing a tendency to resorption under treat- 
ment as of tuberculous origin; a rapidly form- 
ing, copious ascites requiring frequent tapping 
with no tendency to resorption is either entirely 
of non-specific origin—i. e., cardiac, renal, or 
hepatic, conjoint as.a superimposed factor. 

Of the physical signs the most useful is that 
of rigidity in the ileocecal region. It is usually 
not of the board-like type. The right lower 
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quadrant and very often the entire right rectus 
presents a “leathery” feel or a sheer bogginess. 
The ileocecal region reveals a fullness that ren- 
ders it asymmetrical with the gentle slope in 
the contralateral region. On palpation, one fre- 
quently meets with an ill-defined, irregular, 
yielding, moderately tender and at times bal- 
looned mass. 

The scaphoid abdomen is met with usually in 
the very late cases where the diagnosis is seldom 
in doubt. In such cases we found the localized 
rigidity nearly always absent. The abdominal 
muscles have a “granular” feel. The skin ap- 
pears “stretched” and feels like tissue paper. 

The anal sphincter is very often unusually 
rigid, frequently because of associated fissure, 
fistula or ulceration immediately above or in the 
vicinity. 

Aiming to distinguish between tuberculous 
diarrheas and those of amebic dysentery and 
ulcerative colitis, we, in every case, on the initial 
examination order feces and proctoscopic exam- 
inations. The former establishes the presence or 
absence of amebiasis. The mere prescence of 
tubercle bacilli in the feces is not conclusive 
since it may come from swallowed sputum. 


Proctoscopic Examinations. In cases in which 
low colon ulceration is due to tuberculosis, the 
usual proctoscopic appearance is fairly character- 
istic. The ulcers are moderately large; they vary 
from a few millimeters to several centimeters. 
Their outline is irregular and the edge is usually 
reddened, thickened and slightly raised and often 
undermined a distance of a few millimeters; the 
undercutting may- be extensive. Commonly, the 
ulcer base is covered with a yellow pyogenic 
membrane which is only slightly adherent and 
on its being swabbed away, tuberculous granula- 
tion tissue is revealed. The granulations bleed 
easily but, when dry, appear finely nodular or 
pebbled. Typical lesions can usually be diagnosed 
tuberculous from their proctoscopic appearance 
alone; the atypical forms present difficulty. 

Not all tuberculous ulcers exhibit all the 
characteristics just mentioned; healing ulcers, 
their bases covered with a clean gray membrane, 
may be interspersed with the active lesions in all 
stages of progress. The mucosa between the 
ulcers may be edematous, often reddened and at 
times dry and atrophic. It is generally normal 
except for vascular changes. Moderate diffuse 
redness is common ; in some instances areas paler 
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than normal are interspersed with areas redder 
than normal. This phenomenon gives a diffusely 
mottled appearance to the bowel wall. The en- 
gorged mucosa itself does not bleed when it is 
swabbed with a cotton-tipped applicator but the 
fine venules in it may, with a resultant line of 
oozing marking the vessel’s course. In arrange- 
ment these vessels form branching (tree-like) or 
parallelogram (diamond-shaped) patterns in the 
mucosa. While at times such may be visible with 
any type of acute or subacute colitis, they are 
fairly constant in tuberculous colitis. They are 
not visible in all cases. 

In the tuberculous lesions, loss of mobility of 
the portion of bowel visualized by the procto- 
scope is not common. Mucosal ring stricture may 
occur at the site of a healed or healing ulcer but 
tubular stricture is rare. Diffuse contraction of 
the ampulla and diminution in the size of the 
rectal valves is rarely seen, unlike the process in 
chronic ulcerative colitis. 

The roentgen studies were done almost exclu- 
sively by means of barium enema. ‘The enema 
used was a mixture of barium-kaolin. This mix- 
ture was resorted to in order to minimize the 
bowel irritation. In many instances after the 
first bowel evacuation following the administra- 
tion of the barium mixture, the bowel was in- 
flated with air. With few exceptions, using this 
method, the patients suffering from tuberculosis 
rarely complained of discomfort while the colon 
is filled and do not object to the periods of delay 
between observations. Mass movement is very 
seldom seen even in the well advanced tuber- 
culous enterocolitis. 

The zigzag, or “mouse nibble, 
ing tuberculous ulcers, as described by Ham- 
mer,!® were also observed by us, as was also the 
irritability of the bowel and the failure of the 
cecum and other proximal parts of the colon to 
fill and retain barium. Many of the patients 
observed had residue-filled loops, probably as a 
result of an established cathartic habit. It is our 
experience that only too often a bowel which is 
considered normal, as visualized by the barium 
enema method, does not exclude the presence of 
tuberculous enterocolitis. 

No serious attempt was made in our study to 
separate our cases into enterogenous and hemo- 
togenous groups. The fact is that these groups 
are not sharply defined. The same case may at 
one time or another belong to either or both. In 
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the late generalization of the chronic localized 
case the intestinal involvement may assume an 
hemotogenous aspect akin to the lesions in the 
other organs sharing in the widespread invasion. 

The temperature curve, if high and continuous 
and if not accountable by either an increase in 
the pulmonary or distant--organ involvement, 
may conceivably point to a hemotogenous origin 
in an existing intestinal involvement. However, 
postmortem material does not confirm this view. 

Rather than the above alluded to systemic re- 
action, one is inclined to regard the local mani- 
festations as the more decisive. Thus, given a 
diffuse, non-localizing pain over the entire colon 
accompanied by the usual other symptoms, i. e., 
diarrhea, loss of weight, ete., plus a rapid course, 
one would be inclined to regard the process of 
lemotogenous origin. Even then, it is, perhaps, 
highly questionable. 

Of the entire series, representing 617 cases 
that were considered positive for intestinal tuber- 
culosis either by x-ray or clinical observation, or 
as found at postmortem, 543 that were consid- 
ered clinically positive were diagnosed positive 
by x-ray in 404 instances (74.4%) ; negative in 
139 instances (25.6%). The proctoscopic exam- 
ination was positive in 29 of 481 cases (6.02%). 

Of the 79 postmortem cases, only 60 had a 
complete examination, including x-ray diagnosis. 
Of the 60, 50 had tuberculous involvement of 
some portion of the gastro-intestinal tract 
(83.33%). The clinical diagnosis was correct in 
48 cases (80%). The x-ray was correct in 38 
(63.33%). The proctoscopic examination was 
positive in three cases (5%). In the 79 post- 
mortem cases the clinical diagnosis was correct 
in 62 instances (78.6%). A careful analysis of 
the 17 cases that were considered incorrect re- 
vealed that nine had pronounced tuberculous 
changes in the liver and spleen. The symptoms 
in this group closely paralleled those in which 
ulcerative lesions of the intestinal tract were 
found. The tendency to more prolonged vomit- 
ing seemed evident in this group— perhaps a 
point of differentiation. 

SUMMARY 


(1) There is no specific procedure as yet 
available in the accurate diagnosis of intestinal 
tuberculosis. The clinical observations are still 
the most dependable method for the detection of 
intestinal tuberculosis. In our series the clinical 
diagnosis proved correct in 80%. 
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(2) The roentgen studies by the barium 
enema method proved of value in 63.33%. 

(3) The protoscopic examination was a direct 
aid in 5% of the cases that came to postmortem 
and 6.02% in the entire series of 617 cases. 

(4) The stool examinations helped to exclude 
nontuberculous enteritis and amoebiasis. The ex- 
aminations of the blood and urine were of no 
help. 

30 North Michigan Avenue. 
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16. See 9, 
DISCUSSION 
Henry C. Sweany (Chicago): Mr. Chairman, Mem- 
bers of the Section: It may seem rather odd that 


a laboratory man should open the discussion on a 
paper about which he has absolutely nothing to con- 


tribute toward a diagnosis. It is true that the bac- 
teriological examination may reveal acid-fast bacilli, 


but anybody may show acid-fast bacilli in the stool in 
connection with positive sputum; so it contributes 


nothing. It is true that examination for blood will 
assist in showing if it is an open lesion in the in- 


testinal tract, but that is a common condition. So 
we come to you with empty hands so far as diagnosis 


is concerned. But in the anatomical studies the path- 
ologist has something to contribute. 


From the standpoint of anatomy we have constric- 
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tions along the gastro-intestinal tract that lead to a 
basis of diagnosing of the various symptoms. At the 
pylorus there is a constriction, but there is too much 
acidity for the tubercle bacilli to develop. In the 
bowel there is also a constriction at the ileocecal 
valve, but the concentration of H-ions is such that 
the tubercle bacilli are capable of penetrating the lym- 
phatics and setting up growth. 

In the isolated follicles these bacilli penetrate either 
by direct extension or else by being pushed in there 
during the constriction at the ileocecal valve. 

The next point of stricture is the rectum, where 
there is an accumulation of material and the bacilli 
are quite frequently forced into the lymphatics above 
this point. There are, therefore, various anatomical 
features which lay a foundation for the development 
of the lesions. Remember that tuberculosis of the 
bowel is like that of the lung, primarily a lymphatic 
disease. It enters the lymphatics, sets up the early 
ulceration, and the first thing found is a longitudinal 
ulcer in the region of the ileocecal valve. Rarely do 
you see the primary ulcer in any other position of the 
gastro-intestinal tract. The ulcers gradually extend in 
each direction from the ileocecal valve, depending on 
the severity of the condition. As it becomes worse 
they go toward the pepunum above and toward the 
transverse colon below, nearly always beginning in 
the region of the ileocecal valve. Later on these ulcers 
in the Peyer’s patches spread around the bowel and 
produce the advanced annular ulcers. 

Sometimes the lesions are caused by direct trauma, 
due to an injury produced on the wall of the cecum 
or ileocecal valve, by direct contact of fecal material 
passing through. 

I think the greatest of all the diagnostic criteria, 
from a clinical standpoint, is pathological-physiology. 
It is true these ulcers form a diagnostic basis for x-ray 
examination, outlining the ragged type of colon and 
ilium, but the pain and all the other signs that lead 
to diagnosis are due to a pathologic physiology. 

Here we have a great deal more difficulty in analyz- 
ing the conditions. We all know the two nerve 
plexus, the Meissner plexus of the submucosa, and 
the Auerbach plexus of the muscle layer—the principal 
nerve distributions of the ilium and colon. 


If there is a stimulation of the vagus there is more 
liable to be a diarrheal condition, and a stimulation 


of the sympathetic is perhaps more liable to produce 
a temporary constipation. These two may alternate. 


You may have a segmental irritation in a small por- 
tion of the bowel, where paralysis with flatus and other 


symptoms may occur. Deep and superficial pain may 
result. All these things play a very important role 
in the diagnosis. 

Finally, you may have the absorption of toxin from 


this ulcerated bowel which produces various effects, 
some of which are loss of appetite, rise in temperature, 


etc. That, of course, produces loss of weight. Stimula- 
tion here again of the sympathetic nervous system will 


produce a dilatation of the vessels of the whole mesen- 
tery, and there results so-called “internal bleeding 


within the blood vessels’ which draws blood to the 
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mesentery and causes a pallor on the superficial skin 
surface. 

This subject of gastro-intestinal tuberculosis offers 
one of the most complex problems for accurate diag- 
nosis of any subject there is in medicine, and brings 
into play practically every aspect of pathology and 
pathologic physiology in the clinical diagnosis so well 
given by the authors. 

Dr. Morris Weissman, Chicago: We did not attempt 
to diagnose tabes mesentericus because we expected 
no corrobation on postmortem. At post, tabes 
mesentericus alone is seldom encountered. In its late 
stages the intestines are so overwhelmingly involved 
as to dominate the picture. The glandular component 
is at best represented only as the “burned ashes” of an 
initial process. However, in general it may be stated, 
given a case with vague nonlocalized abdominal dis- 
tress with frequent febrile exacerbations and remis- 
sions over a prolonged period of time, especially so 
if associated with a predominantly hilar and pleuritic 
type of pulmonary tuberculosis-tabes, mesentericus may 
well be suspected. The diarrhea attacks that generally 
occur may be construed as reflex. Supervening ter- 
minal meningitis in a case of intestinal tuberculosis 
may well suggest the coexistence of tabes mesentericus 
for the interrelation of glandular processes and men- 
ingeal involvement is well known. 

Certain acute gastro-intestinal conditions may tem- 
porarily prove confining. Phrenicotomy, for example, 
does at times initiate a train of gastro-intestinal symp- 
toms that may prove baffling. Acute pleurisy with 
effusion, to cite another example may, in the course 
of its development present severe gastro-intestinal dis- 
tress. But, bearing in mind their acute episodal nature 
plus the fact that vomiting is an outstanding symptom 
readily differentiates them from the more permanent 
and relatively less acute intestinal tuberculosis in which 
vomiting is of lesser prominence. 

A word about certain tuberculous types with refer- 
ence to their bearing on extrapulmonary manifestations. 
These types by their appearance give clue to the 
organs involved. Thus the flushed—the vasodilator 
type—frequently shows pulmonary involvement alone. 
While the process is frequently attended by great 
toxicity, it usually eventuates in fibrosis. Extrapul- 
monary tuberculosis is less common and slow in 
developing if it does occur. The pallid—the vaso- 
constrictor type—very often spells extrapulmonary in- 
volvement, intestinal tuberculosis being the most 
common. The process is apt to be widespread and 
with little tendency to fibrosis, Finally the blue—the 
asthmatoid-passive congestion type—where the extra- 
pulmonary organs affected are the heart, primarjly as 
myocarditis and the liver and kidneys secondarily. Dr. 
Hruby, Secretary of the Board of our Sanitarium, aptly 
sloganed these clinical pictures Red, White and Blue. 
He suggested that we undertake at some future time 
to tabulate and correlate the types with the multivaried 
clinical manifestations met with in our patients, As 


yet we have no statistical data to substantiate the afore- 


stated impressions. 
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PLASTIC AND RECONSTRUCTIVE SUR- 
GERY ABOUT THE FACE AND 
HEAD—THEN AND NOW 
JosEpH C,. Beck, M. D. 

CHICAGO 

It was in the early years of my practice that 
I began this work in plastic and reconstructive 
surgery. My first paper was presented in Pitts- 
burgh at the Carnegie Institute before the Trio- 
logical Society and the question was raised by 
the Council as to whether or not they would 
permit me to present it, because there was a 
doubt in their minds as to whether this phase 
of surgery belonged to the activities of the 
“quack.” Such cases of esthetic surgery as I 
showed were not being performed by regular 
medical men. I was very grateful to Dr. Rich- 
ards of Fali River, Mass., a member of the Coun- 
cil, through whose efforts I was permitted to read 
my paper entitled, “Plastic and Reconstructive 
Surgery About the Face.” From that time on 
there was much of “Love’s Labor Lost” in this 
type of work. The general men and some of 
the earlier surgeons, especially in Europe, did do 
some of these operations. The Italian operation, 
such as binding the arm to the face, was one of 
the earlier more popular procedures, but the more 
direct work about the face and ears was per- 
formed at 4 much later period. It was not until 
twenty years ago, about the time of the World 
War, that esthetic plastic work came into its 
own. ‘Today we may be quite proud of the ex- 
cellence of this work and the splendid results 
obtained. I also desire to mention the formation 
of a Board of Examiners who pass upon the 
ability of the men in this field. 

The most interesting part of the work has 
been the refinements that have been made in 
rehabilitating individuals who have suffered ter- 
rific trauma particularly following automobile 
accidents. We always insisted upon obtaining a 
definite history because these people were timid 
about taking risks as to the final cosmetic re- 
sults. One was frequently threatened with law- 
suits and was accused of having done something 
that was not acceptable to the patient. In the 
beginning it was our custom to take stereoscopic 


pictures of every patient throughout the course 
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and steps of the operation. 


Not only pictures, 
but casts of the face were made so one had 


something to go by in comparing the results 


with the initial findings before operation. Some 
people we actually declined to operate on because 


one could see that these patients were neurotics 





Repair of poorly reduced nasal fracture. 


Figure 1. 
Patient was so sensitive about his appearance that he 
would not permit preoperative photography. 


and would never be satisfied no matter how per- 
fect the procedure would be. One important 
element in the early period was the question of 
syphilis, We did not have the Wassermann test 
then and we did operate on a large number of 
syphilitic patients, some of them haying most 
It was surprising how com- 
paratively little difficulty there was encountered 
in the healing process of these plastic cases. 
The old time techniques of plastic and recon- 
structive surgery can now be considered a thing 
of the past and the newer methods that have 
taken their place, especially in luetic cases, is 
well worth while emphasizing. While we had 
many disappointments in some plastic cases, the 


terrifying lesions. 


end results obtained then, compare very well with 
that which one gets now. 
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{ seldom saw a patient who had a great deal 
of deformity requiring much work who was not 
grateful for what was done for him, even though 
the esthetic result was not altogether perfect. 
‘Those cases that had minor defects were trouble- 
some to us and still are. There was often a 
psychic element in that type of patient as I have 
already stated above. 

At this point I should like to say a word about 
Military Plastic Surgery. During the last war 
we were unprepared in reconstructive and plastic 
surgery but today, the United States Army Med- 
ical Corps has sufficiently trained plastic sur- 
geons, who are able to give meritorious service 
in this special branch of miltary surgery. 

Now my associate, Dr. A. M. Berman, will 
present that part of my paper dealing with the 
more modern thought of reconstructive surgery, 
perhaps repeating some of the things I have said 
in my preliminary remarks, but bringing up the 
subject to the present day acceptance by the pro- 
fession. In my closing remarks I shall have 


something to add regarding plastic rubber pro- 


theses. 


PLASTIC AND RECONSTRUCTIVE SUR- 
GERY OF THE FACE AND HEAD 
NOW 

The slow but steady progress of plastic and 
reconstructive surgery has been watched with 
keen interest by medical science the world over. 
From a humble beginning in barber shops, hotel 


rooms and beauty parlors, plastic surgery has 


ae 


Figure 2. Saddle Nose repaired with cartilagenous 
implant. 


now come to be a recognized specialty, practiced 


by men who are thoroughly grounded in the prin- 
ciples of present day aseptic surgery. With the 


ever increasing industrial hazards and traffic ac- 
cidents, has come an increasing demand for more 
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etticient reconstruction of maimed parts espe- 
cially about the head and neck, American sur- 
geons, especially since the World War, have taken 
a great interest in plastic and reconstructive 
surgery, and have kept pace with and in many 
instances even surpassed the skill and artistry 
of their European colleagues. The quacks and 
charlatans who have practiced so-called “Cos- 
metic Surgery” in the past, are rapidly disap- 
pearing from the horizon, and their places are 
being taken by thoroughly trained surgeons who 
are at last really practicing reconstructive sur- 
gery as it should be. 

In discussing plastic and reconstructive sur- 
gery about the head, it might be well to state 
that reconstruction of the nose is the most com- 
mon operation we are called upon to perform. 
Just as in other phases of surgery, the techniques 
are fairly well standardized at the present time. 
The sawing off of a hump on the dorsum, or the 
elevation of a depressed tip is with very few 
exceptions a standard procedure and can be found 
in any recognized text. One of the important 
phases of rhinoplasty is the repair of a nasal 
fracture which is so commonly met with today. 
Straith, DeKleine, Safian and others state that 
nasal fractures must receive immediate attention 
and careful reposition of all parts of the nose 
must he accomplished as soon after injury as pos- 
sible. 
tress sutures passed through the skin and secured 
by buttons may be used to maintain the position 


If there has been a loss of tissue 


Adequate metal splinting devices or mat- 


of the parts. 





Figure 3. Alar loss repaired by flap from forehead. 


from the ala or dorsum of the nose, sliding or 
tubular grafts may be employed. Care must be 
taken, however, to accurately match the skin 
There 
has been some diversion of opinion as to whether 
it is best to repair loss of skin by grafting imme- 


texture and color to the surrounding area. 
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diately after injury, or to wait until some later 
date to effect a repair. Straith believes that loss 


of tissue should be immediately replaced by a 
Wolfe Graft. One should remember also that in 


the repair of a nasal fracture, one should not only 


take care to effect a pleasing esthetic result, but 





Figure 4. Repair of hare lip. 


also to obtain a proper airway in the nose. No 
rhinoplastic procedure is complete without thor- 
ough investigation and repair of component parts 
of the internal nose. (Fig. 1) 

Depressions of the dorsum of the nose has 
offered many problems to the plastic surgeon in 
the past. At the present time, we treat this de- 
formity by employing cartilage grafts. We use 
either a piece of rib implant from the patient 
or some cartilage from a donor. In many in- 
stitutions cartilage implants from other persons 
are kept in an aqueous solution of merthiolate 
in a refrigerator, and these are ready for instant 
use. Many of us still use ivory implants and 
although the use of foreign substances in tissues 
has been decried by many, ivory implants are still 
used with good results. More recently there has 
been reported the use of temporary ivory im- 
plants in the nose, which is later supplanted by 
cartilage. It is said that the ivory when left 
in situ for about six months to a year tends to 
make a better bed for the reception of the car- 
tilage implant later. The use of bone implants 
has been discontinued by some surgeons because 
it was felt that bone had a tendency to atrophy. 
Although bone is still being used by many, we 
feel that cartilage is far superior. (Fig. 2). 

When there is a loss of an ala, sliding or tube 
grafts are used to repair the defect. (Fig. 3). 
The cosmetic end results of such a procedure is 
not always satisfactory. Recently a new type of 
rubber prothesis was developed which is far supe- 
rior in many cases to surgical repair. In cases 
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where the ala has been torn away, immediate and 
accurate suturing of the parts gives most ex- 
cellent results. 

Many patients, men as well as women, fre- 
quently consult the plastic surgeon regarding a 
plastic operation in order to satisfy their vanity 





Figure 5. Repair of post-auricular fistula. 


although the deformity that exists is very slight. 
In the past we have turned these people away 
because we neglected to take into consideration 
the fact that even slight deviations from the 
so-called normal may have a decided effect upon 
the individual. In recent years, plastic surgeons 
in conjunction with psychiatrists have studied 
the psychological consequences of disfigurement 
on individuals and have come to the conclusion 
that regardless of how trivial a deformity there 
may be, that deformity should be corrected if the 
patient considers himself handicapped either so- 
cially or economically. It has been shown that 
disfigurement about the face is a serious handi- 
cap in securing employment, especially in those 
jobs which necessitate meeting the public. Fre- 
quently we find that children with average or 
better than average mentality are failures in 
school because they possess some form of facial 
deformity which makes them the object of ridi- 
cule among their classmates. It is gratifying, 
however, to see these individuals rehabilitated 
and returned to usefulness through plastic sur- 
gery without which they would have been doomed 
to a life of failure and disappointment. 

In the correction of a deformed nose the 
mastery of the technique of the operation is not 
the only consideration. The plastic surgeon, if 
he is going to succeed in pleasing all of his pa- 
tients, must also have artistic ability and a 
delicate sense of proportion. A small pert nose 
on a heavy jawed, large face does not produce a 
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pleasing esthetic effect. Formerly little attention 
was paid to molding the nose to suit the indi- 
vidual personality and as a result the plastic sur- 
geon was plagued with lawsuits. Now we study 
each case by photographs, casts and actual metic- 
ulous measurements with specially devised in- 
struments and determine before operation just 
what type nose would suit that particular indi- 
vidual. It is here that plastic surgery becomes, 
what Maliniac has so aptly called “Sculpture in 
the Living.” There are many instruments de- 
vised for measuring relations of the nose to the 
rest of the face. Essentially these instruments 
are variations of several types of protractors. As 
a general rule the profile line should be at an 
angle of 25 to 35 degrees, and the length of the 
nose should never exceed a line drawn from the 
root of the columnella to the tip of the chin. 
In women, especially, it is better that the length 
of the nose should be shorter than the chin line. 
Another important measurement in determining 
a pleasing esthetic appearance is the determina- 
tion of the angle between the upper lip and the 
columnella. Safian calls this the septo-labial 
angle and has shown that it should be between 
90 and 105 degrees to be normal. After all 
measurements are accurately determined and 
marked off on the patient’s photographs and casts 
a careful psychiactric appraisal of the patient 
is begun. A thorough physical examination to- 
gether with complete blood analysis should be 





Figure 6. Lip deformity due to lymphangioma. Child 
refused to attend school until the deformity was 
corrected. 


completed before the patient is admitted to the 
operating room. Careful surgery with exacting 
care given to each step in the operative proce- 
dure insures a successful end result. The post- 
operative care in these cases is most important 
because if this phase of the procedure is neglected 
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a good operation can be ruined by infection or 
inadequate splinting devices. 

Another important phase of reconstructive sur- 
gery is the repair of hare lip and cleft palate. 
We like to operate on these cases as soon after 
birth as possible. By experience we have learned 
that the best results are obtained when early 
(Fig. 4). Hare lips have 
been repaired with most excellent results as early 
Although the 
repair of hare lips and cleft palates falls into the 
realm of plastic surgery, the oral surgeons are 
taking over more and more this type of work, 
and rightly so, because of their superior knowl- 
edge of the mechanics of the oral cavity. 

In accidents where there has occured lacera- 


surgery is performed. 


as twenty-four hours after birth. 


tions about the face immediate plastic repair of 
the wound should be done. Haphazard suturing 
results in scar formations and necessitates a sec- 
ondary operation for their removal. Every facial 
laceration should and must receive meticulous 
approximation of skin edges and adequate post- 
operative splinting if scars are to be avoided. In 
those patients in whom we feel there is a ten- 
dency to keloid formation superficial x-ray irradi- 
ation to the suture line may prevent thickened 
scars. 

The plastic surgeon is frequently called upon 
to correct abnormally protruding ears. This is 
a simple procedure which offers no difficulty to 
the skilled operator. If a crescent shaped piece 
of cartilage is excised and a new antihelix is 
formed the spring action of the auricular car- 
tilage is removed and the ears are thus perma- 
nently held back. Strict attention to asepsis and 
snug postoperative dressings preclude the possi- 
bility of chondritis and hematoma in these cases. 

Rudimentary ears (microtia) and atresia of 
the ears are still a great problem to the plastic 
surgeon. Although many cases of reconstructed 
ear deformities have been reported as excellent 
results actually they are far from being good. 
For the most part congenital deformities of the 
ear lend themselves poorly to plastic reconstruc- 
tion. Here, again, at least for the present, plastic 
rubber protheses correctly made, offer the best 
esthetic results. 

Post-auricular fistulae, as a result of continu- 
ous and prolonged packing of the mastoid wound 
following mastoid surgery is not so commonly 
met with these days. Now and then a case of 
this type presents itself for repair. These fis- 
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tulae are repaired by making a post-auricular 
incision and splitting the flap in two layers. The 
inner layer obliterates the mastoid cavity while 
the outer layer closes the external defect. (Fig 5). 

The correction of deformities resulting from 
tumors both benign and malignant, offers many 
problems to those practicing this specialty. Space 
prohibits a technical discussion of deformities re- 
sulting from these new growths but suffice it to 
say that these cases offer most interesting mate- 
rial and ofttimes most excellent plastic results. 
Cavernous hemangiomas and lymphangiomas al- 
though causing marked deformity are readily 





Figure 7. Large facial defect due to radical opera- 
tion for carcinoma of the antrum and showing restora- 
tion by rubber prothesis. 


amenable to correction. Fig. 6 illustrates a 
case of lymphangioma of the upper lip which 
was operated upon with most gratifying results. 

When defects of the face are large, such as 
a result of radical operation for malignant dis- 
eases of the antrum of Highmore, we use rubber 
protheses to best advantage in restoring the nor- 
mal appearance of the patient (Fig. 7). Ex- 
perience has shown that these cases cannot be 
restored properly and satisfactorily even with 
multiple plastic procedures. 

Facial paralysis is a deformity which tests the 
acumen of every plastic surgeon who attempts a 
correction. Our latest method of correcting this 
deformity is that of bridging across the defect 
in the facial nerve with a nerve graft from one 
of the superficial femoral nerves. Although end 
to end nerve anastomosis is still practiced the 
nerve graft method gives better results. Bell’s 
palsy is relieved by removing the bony covering 
of the nerve canal which prevents pressure 
atrophy due to edema of the nerve. The decom- 
pression operations should be done early if per- 
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manent paralysis is to be avoided in these cases. 

In the practice of reconstructive and plastic 
surgery one is frequently obliged to correct a 
receding chin or a protruding jaw of prognath- 
ism. Many cases of chin recession can be cor- 
rected by introducing ivory, celluloid, or car- 
tilage subcutaneously. Here again cartilage is 
to be preferred to foreign material implants. In 
more complicated cases of receding chin, opera- 
tions upon the mandible and displacement of the 
condyle may have to be done in order to recon- 
struct the jaw properly. Great care and caution 
must be exercised in these cases because not only 
should one try to achieve a good esthetic result 
but the biting surfaces must also be carefully 
preserved. In reconstructing the receding chin 
or the prognathic jaw, the well trained oral sur- 
geon has a better advantage over the plastic sur- 
geon in many cases, especially where the me- 
chanics of chewing must be restored to normal. 

In conclusion we wish to state that plastic and 
reconstructive surgery offers vast relief from 
mental anguish and psychic distress and in many 
cases rehabilitates individuals to a normal useful, 
social and economic life who would otherwise 
consider themselves misfits of society because of 
facial deformity which are either congenital or 
acquired. 

Closing remarks by Dr. Joseph C. Beck: TIT 
desire to show some of the newer type casts and 
moulages and some new material used in making 
protheses which has been developed by Mr. Gard- 
ner of Chicago. This work is being done for 
us by Mrs. Hall in our office This (demonstrat- 
ing) is the latest possible substitute we can offer 
to patients with complete loss of the external ear. 
It is much better to have these protheses because 
one may operate as often as fifteen times, as I 
did in one case, and still have nothing but a 
deformity at the end. The protheses are very 
important in connection with plastic surgery 
about the face, especially following complete loss 
of an eye and eyelids, the external nose or any 
part of it, the whole of the superior maxilla as 
following resection operations for cancer, or ex- 
treme destruction from trauma and infection. 
(Demonstrating a model of same). 

Plastic surgery is now on a plane of such re- 
finement that a man who does a great deal of it 
will obtain results that at times are unbelievable. 
I only wish that I was beginning my work in 


September, 1939 


plastic surgery. However, I take great pleasure 
now in indicating operations, directing and out- 
lining the procedures in my practice to my asso- 
ciates who received their training from me, and 
seeing the work done properly. 





TRAUMATIC PSYCHOSES 
H. H. Goupsrern, M. D. 


From the Chicago State Hospital, Edward F. Dombrowski, 
M. D., Managing Officer 


CHICAGO 


With the increasing frequency of automobile 
accidents, the speeding up of traffic, increased 
mechanization of factory work and with a new 
era in alcohol consumption, the question of head 
trauma has become correspondingly important. 
There is no other part of the body which, fol- 
lowing trauma, is as likely to be followed by 
death or disability of a severe nature. 

In an institution for mental patients, we are 
concerned with that aspect of head trauma which 
deals with the mental and neurological mani- 
festations of head injuries, but particularly those 
mental aberrations which made institutionaliza- 
tion necessary. However, the problem of trau- 
matic injuries of the head is not limited to its 
medical aspects, for in addition to the medical 
problem of immediate injury and its sequelae, 
there are the problems of litigation, which so 
commonly follows these injuries; the conflicting 
‘ature of medical opinions in the courts, human 
suggestibility, and finally the malingering of 
some persons with intent to defraud. 

Although primarily this discussion will con- 
cern itself with the psychoses following head in- 
jury, it is believed that a discussion of this kind 
would be incomplete without first mentioning 
the so-called traumatic neuroses. Wechsler de- 
scribed these neuroses as cases in which there was 
no early or late evidence of brain injury, but 
which were followed by subjective complaints 
with few organic signs at the time of the acci- 
dent or afterwards and no evidence of brain 
injury later. Four subgroups were listed by 
Wechsler. All of these were associated with sub- 
jective symptoms such as headache, vertigo. 
memory defects, fears, anxieties, vasometor dis- 
turbances, tremors and inability to work. 





Read before Physician’s Association of Department of Pub- 
lic Welfare at Illinois State Medical Society, May 2, 1939, 
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Obviously, patients with traumatic neuroses 
are not committed to a state institution unless 
tne symptomatology becomes so pronounced that 
there is a question of a borderline psychosis. 
This study was undertaken with the viewpoint 
of classifying some of the factors pertinent to 
the etiology and diagnosis of traumatic psy- 
choses. The patients who formed the basis for 
this study, were selected from among those 
listed on the hospital records as traumatic 
psychoses and those admitted during the year 
1936-1937 with such a diagnosis or with a his- 
tory of severe head injury. 

The total number of patients studied was 
thirty-four (34). Twenty-six (26) or seventy- 
six per cent. (76%) were male and eight (8) 
or twenty-four per cent. (24%) were female. 
‘Phe preponderance of male over female patients 
in this group is readily explained by the in- 
creased hazards in occupations and activity taken 
by men and also to some extent by the alcoholic 
habits of men as compared with women. 

The age of the patient was interesting. Two 
(2) of the patients were between twenty and 
thirty (20-30) years of age or five per cent. (5%) 
of the total. Ten (10) or thirty per cent. (30%) 
were between thirty and forty (30-40) years of 
age and twenty-two (22) or sixty-five per cent. 
(65%) were between forty and sixty (40-60) 
years of age. These findings suggest that in the 
younger age groups the recuperative powers are 
better and, except in severe head injuries which 
result in death, recovery without psychosis is 
almost certain to occur. Occasionally, mental 
symptoms suggesting mental enfeeblement may 
follow such injuries in younger persons. On the 
other hand, persons in the older age groups are 
predisposed by vascular changes in the brain 
and the general lowering of resistance with age 
to such degrees that trauma sufficiently severe 
to produce a psychosis in the middle age group 
probably results in death in the older age group. 

As would be expected, injury by or within 
vehicles was the most common immediate cause 
of injury to the head. Nineteen (19) patients 
were injured by or while riding in a fast moving 
vehicle. All but three (3) of these accidents 
were caused by automobiles. Two (2) were in- 
jured in street car accidents and one (1) in a 
train wreck. Eleven (11) patients sustained 
severe injuries to the head during falls. Six (6) 
of these fell from heights during occupations, 


H. H. GOLDSTEIN 243 


such as painting, house cleaning, etc. Five (5) 
of the eleven (11) fell during an alcoholic de- 
bauch. In three (3) patients injury was sus- 
tained by objects striking the head and in one 
(1) case no history as to the nature of the 
trauma was available. 

The relationship of alcoholism to development 
of traumatic psychoses was rather obvious as a 
great number of these patients presented a his- 
tory of excessive drinking. Of the thirty-four 
(34) patients studied, fourteen (14) were heavy 
drinkers of alcohol. At least eight (8) of these 
were injured while inebriated. In one (1) 
patient, the development of the alcoholic habit 
occurred after the injury and seemed to be a 
part of the symptomatology produced by the 
injury. Twenty (20) patients had a history of 
abstinence or no history was available as to alco- 
holic habits. The author felt that alcoholic 
excess was a definite factor in predisposing 
individuals receiving head trauma to marked 
mental disorder. 

An example of the relation of alcoholism to 
head trauma and traumatic psychoses is shown 
by the following case history: J. D. was admitted 
to Ward 23 of the Cook County Hospital on 
September 19, 1936, with a history of severe 
head trauma having occurred during an auto 
accident on the same day. The patient had been 
drinking and was drunk at the time of the acci- 
dent. There was a history of previous mental 
symptoms due to alcoholism. A spinal puncture 
on admission to the County Hospital revealed 
the presence of blood in the subarachnoid space. 
On admission to the Chicago State Hospitel, 
the patient was found to be markedly confused 
and showed marked impairment in the intellec- 
tual sphere. A neurological examination revealed 
a motor weakness of the left side of the body 
with the left patellar reflex more active than the 
right. After several months, the patient had 
shown considerable improvement and _ was 
paroled. 

The relationship of skull fracture to develop- 
ment of psychoses is, of course, evident in that 
the severity of lesions producing a skull fracture 
is often great and therefore is quite likely to be 
associated with severe brain damage. It was not 
possible to’check all patients with roentgen- 
ologic studies of the skull on admission, but of 
the cases studied, sixteen (16) or fifty per cent. 
(50%) were reported in the histories to have 
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sustained a fracture of the skull according to 
roentgenologic findings. 

One (1) patient had definite clinical evidence 
of a’basal skull fracture although reported as 
being negative for evidence of skull fracture. In 
eleven (11) patients, no mention was made of 
roentgenological study and there was no definite 
clinical evidence of skull fracture. 

It has been the tendency in the past to lay 
emphasis upon the presence or absence of skull 
fracture. Although, as evidenced from the above, 
skull fracture indicates to some extent the 


severity of trauma, I wish to emphasize that. 


there may be mild trauma with skull fracture 
and no mental symptoms, mild trauma with skull 
fracture and mental symptoms, and finally mild 
trauma with no skull fracture and no mental 
symptoms. On the other hand, trauma may be 
exceedingly severe with no skull fracture and no 
mental symptoms, or both skull fracture and 
mental symptoms. The difficulty of roentgen- 
ologic diagnosis of basal skull fracture is another 
factor to be considered in evaluating their im- 
portance. 

Histories are highly unreliable for determining 
the period of unconsciousness since the relatives’ 
opinions are the basis for the report in a great 
number of instances. However, in many cases 
such reports came from the hospital in which the 
patient had previously been. Again the factor 
as to just what constituted the period of uncon- 
sciousness was not always definitely delineated 
clinically. 

In fifteen (15) or forty-four percent. (44%) 
of the cases, a history of unconsciousness of a 
period exceeding twenty-four hours was available. 
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In many of these cases, the report indicated that 
many days and even weeks elapsed from the time 
of injury to the recovering of consciousness. One 
of these patients had a period of unconsciousness 
followed by a lucid interval of several days and 
again a period of unconsciousness. Surgical 
intervention was indicated and on opening the 
skull a subdural hematoma was found. In four 
(4) or twelve per cent. (12%) of the cases, a 
period of unconsciousness of from a few minutes 
to several hours was reported and in fifteen (15) 
or forty-four per cent. (44%), there was no 
report as to the period of unconsciousness in 
history. The absence of such a report does not 
mean that no period of consciousness existed so 
that the total number who actually suffered such 
a loss, is probably in excess of that indicated. 
It is quite evident that a period of prolonged 
coma is a significant prognostic sign as to the 
possible development of a traumatic psychosis. 
It seems self evident that prolonged coma is 
indicative of severe brain injury which in turn 
is apt to be followed by persistence of mental 
symptomatology. 

Spinal punctures were not done by the author 
except in a few instances but the following record 
of the spinal fluid findings is included in this 
study for the sake of completeness. The report 
was obtained from the social service records of 
the Cook County Hospital which accompanied 
every patient, or from spinal punctures per- 
formed after admission to the state hospital. 
There were a total of eighteen (18) reports 
available in the thirty-four (34) patients studied. 
No reports were available on the other sixteen 
(16) patients. 





Period of Spinal Taken 

No. Unconscious Unconscious After Injury 
1. Yes Unknown 1 day 

2: Yes Unknown 1 day 

3. Yes Unknown 1 day 

4. Yes 4 days 9 days 
5. Yes 1 week 2 wks. 
6. Yes Unknown 2 wks. 
fe Yes sev. days 2 wks. 
8. ? ? 7 wks. 
9, Yes sev. days 2 mos 
10. Yes sev. days 4 mos 
11. Yes 5 days 5 mos 
12. Yes 2 weeks 6 mos. 
‘3. Yes Unknown 6 mos 
14, No 0 1 yr. 
15. ? ? 2 yrs. 
16. Yes 2 days 5 re. 
17, ? ? 5 yrs. 
18. Yes ? 11 yrs. 


Lange and 
Cells Pandy R. Jones Serology 
38 slats eats 0 


NO BLOOD IN SPINAL FLUID 
BLOODY SPINAL 
XANTHOCHRONIC FLUID 


4 0 0 0 
0 0 0 0 
2 0 0 0 
3 0 0 0 
0 0 0 0 
14 Trace Trace 1113321000 
? + -h 0 
§ 0 0 0 
12 + -b 0 
11 0 0 0 
0 0 0 0 
2 Trace 0 0 
2 0 0 0 
4 0 0 0 
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The accompanying chart shows the findings 
in the patients studied. In only four (4) pa- 
tients, were reports available within two weeks 
of the date of injury. In two (2) of these the 
report indicates definite evidence of blood in the 
spinal fluid. In one patient, although no men- 
tion was made of evidence of blood in the spinal 
fluid, other findings were present suggestive of 
changes in the central nervous system. In one (1) 
patient, the report read no blood in the spinal 
fluid. Although the author would like to avoid 
definite conclusions based on the findings noted 
in the chart, nevertheless, one would tend to feel 
that spinal fluid findings suggestive of trauma, 
occur shortly after the injury responsible for 
the development of psychoses but that such find- 
ings are reversible. 

Occasionally during the classification of 
patients with a history of injury to the head, 
a diagnosis of traumatic psychosis is offered in 
spite of the fact that the injury was sustained 
many years before the onset of the psychosis. 
There were four (4) patients, two (2) of whom 
were not included in this study, whose psychoses 
developed after a lapse of time of more than 
several months’ duration between the date of 
injury and the onset of the psychoses. The two 
(2) patients not included in the group, were 
classified as traumatic psychoses. However, in 
both instances, the injury to the head occurred 
many years before the onset of the disease and 
the injury itself was described in the histories 
as apparently of not sufficient severity to cause 
unconsciousness. The mental symptomatology 
at the time of admission was that of schizo- 
phrenia and the clinical course substantiated the 
diagnosis of schizophrenia. It was definitely felt 
that the two (2) patients were mistakenly diag- 
nosed as suffering from a traumatic psychosis. 
Of the thirty-four (34) patients included in the 
study, only two (2) could definitely be said to 
have developed a mental disorder some time 
after the injury. In one case, the patient devel- 
oped Jacksonian epilepsy after a lapse of several 
years following the accident: and concomitant 
with the development of convulsions the patient 
developed mental symptoms. The other patient 
suffered a basal skull fracture followed by loss 
of hearing in both ears and development of para- 
noid ideology two years after the accident. It 
would seem inadvisable to venture a diagnosis of 
traumatic psychosis in an individual whose men- 
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tal symptomatology first manifests itself some 
time after the accident. 

The frequency with which neurologic findings 
were noted is not surprising for one would expect 
an injury sufficiently severe to produce mental 
changes, would also produce brain damage severe 
enough to result in permanent neurologic mani- 
festations. The involvement of cranial nerves 
was most frequently seen in third, fourth and 
sixth nerve damage. In ten (10) patients, there 
were found such neurologic findings as unequal 
pupils, non-light reacting pupils, irregular 
pupils, strabismus due to rectus muscle weakness 
and ptosis. Six (6) patients, developed hearing 
defects following the head trauma and six (6), 
were reported as having a facial paralysis or 
weakness. In five (5) patients, dysarthria was 
noted while there was no mention in the history 
of any defect in the twelfth nerve, and in three 
cases, definite paralysis of the hypoglossal nerve 
was present. In one (1) patient, a paralysis 
of the spinal accessory nerve existed. Eleven 
(11) patients, had evidence of pyramidal tract 
disease manifesting itself in conditions varying 
from a complete hemiparesis to an inequality of 
reflexes. Thus twenty-four (24) of the thirty- 
four (34) patients, had neurologic findings with 
variations from minor pupillary changes to alter- 
nating hemiplegias. The frequency with which 
neurologic findings accompany the occurrences 
of a traumatic psychosis suggests that patients 
showing persistent neurologic findings following 
the period of unconsciousness, are probably more 
likely to have a psychosis than those in whom 
neurologic findings.soon reversible disappears. 

The mental symptoms noted, varied from an 
acute delirium, with disorientation, disconnected 
speech, semi-stupor to coma, followed by amnesia 
with rapid recovery, to a profound dementia. A 
fairly large number of the patients showed a 
Korsakow-like syndrome, with confabulation and 
fabrication, disorientation and loss of memory 
for recent events. A dementia simulating the 
condition seen in mental defectives was not 
uncommon. Especially interesting were two 
cases of paranoid type of psychoses in both of 
which there was impairment of hearing. How- 
ever, no attempt was made to carefully evaluate 
the symptoms. The prognosis seemed to be more 
favorable in patients with an acute delirium. 
Recovery was uncommon in cases which showed 
no pronounced improvement in from five to six 
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months. Death was most likely to occur in 
patients who remained disturbed and disoriented 
for some time, and began to show a downhill 
course due to exhaustion and inanition. 


CONCLUSIONS 


In a study of thirty-four (34) cases diagnosed 
traumatic psychoses, the following was con- 
cluded : 

1. Males are predisposed to head injury, 
therefore more apt to develop a traumatic 
psychosis. 

2. Individuals of the older age groups are 
most likely to become psychotic after trauma to 
the brain. 

3. Injuries are more commonly caused by 
and in vehicles than by any other agent. 

4. Alcoholism is frequently an associated 
factor in head injuries which are followed by 
mental manifestations. 

5. Skull fracture is found in a large per- 
centage of cases, but the injury to the brain and 
not the cranium is the important factor, 

6. A long period of unconsciousness following 
trauma is presumptive evidence of sufficient brain 
injury to make the development of a traumatic 
psychosis more likely. 

7. Psychoses which do not appear shortly 
after head injury are not apt to be traumatic 
psychoses. 

8. Neurologic findings are very common in 
individuals who, following a head injury, have 
developed a psychosis. 





PSYCHOTIC REACTION FOLLOWING 
TRAUMA 
D. Lous STEINBERG, M. D. 
ELGIN, ILLINOIS 

The importance of head trauma as an etiologic 
factor in psychotic reaction has long been a 
debatable question. This may be due to the com- 
plexity of factors that must be evaluated in estab- 


lishing causal relationships. There are numerous 


From the Elgin State Hospital. 

; { wish to acknowledge my appreciation to the following: Dr. 
Charles F. Read, Managing Officer, for his encouragement, 
suggestions and constructive criticisms; Dr. Erich Liebert, 
Clinical Director, for suggesting the problem and for his assis- 
tance in outlining the approach to the problem; and Phyllis 
Wittman, Ph.D., for the psychometric studies on these patients. 

Read. before Physician’s Association of Department of Pub- 


lic Welfare, Illinois State Medical Society, May 2, 1939, Rock- 
ford. : 
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reports dealing with so-called post-traumatic 
neuroses,’* but there are comparatively few con- 
cerned with the role of head trauma as initiating 
psychotic reactions,* **° or precipitating such 
syndromes as general paralysis and arterio- 
sclerosis.” *» 14, 12, 18 

In spite of the evident increase in incidence 
and interest in this subject,* * ** as emphasized 
in the preceding paper, none of the large insur- 
ance underwriters contacted had any available 
statistical data. 

A survey of the literature indicates that the 
majority of the psychotic reactions immediately 
following trauma are reversible and this has 
given rise to an impression that the prognosis for 
post-traumatic psychoses is good.® 8 In a mental 
hospital such as Elgin, however, we receive pa- 
tients whose acute symptoms of trauma have sub- 
sided, but whose psychotic reactions are severe 
and prolonged enough to necessitate institution- 
alization. 

The histories of the 4,500 patients that com- 
prise the present population of the hospital were 
reviewed, in addition to checking the statistical 
files from 1928 to the present, for “post-trau- 
matic” diagnoses. The patients with a definite 
history of trauma were studied carefully to deter- 
mine if there was any relationship between the 
trauma and the development of psychotic symp- 
toms. All those with inadequate histories in 
which the relationship was questionable—and 
there were a great many of these—were ex- 
cluded from our study, as also the cases of 





psychoneurosis and schizophrenic-like reactions, 
the latter because they will be reported in the 
following paper. 

The final material for this study consists of 
37 subjects—four diagnosed general paralysis, 
one diagnosed cerebral arteriosclerosis, both with 
history of head injury—and 32 patients with 
psychotic reactions initiated by such trauma. 

There is no accepted criterion for proving 
trauma to be a precipitating factor in general 
paralysis; however, the latency period from time 
of injury to onset of the symptoms of paresis is 
thought to be a measure of the importance of the 
trauma.” % 12,18 The similarity between some of 
the post-traumatic symptoms and those of general 
paralysis makes an evaluation of the role of 
trauma extremely difficult in long standing cases 


“such as ours. 
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In a population of 452 patient suffering from 
paresis, only four classified for our group. Of 
these, two showed symptoms of paresis imme- 
diately after trauma, one six months after and 
one a year after the injury. These results, show- 
ing a probable relationship between trauma and 
onset of paresis in less than one per cent., cor- 
roborates the opinions of Kinier Wilson and 
Strauss and Savitsky that trauma as a precipi- 
tating factor in paresis is negligible. 

From 325 patients diagnosed psychosis with 
cerebral arteriosclerosis, only one patient de- 
veloped mental symptoms soon after the head 
trauma. 

The 32 cases in which head trauma appeared 
to be the initiating factor in the development of 
a psychosis, included the following psychiatric 
diagnoses: 29 cases of posttraumatic syndrome 
and one case of Parkinsonian syndrome, one 
psychosis with mental deficiency and epilepsy, 
and one case of chronic alcoholism. 

In this group of cases there were no reported 
factors in the heredity or pretraumatic life of 
the patient which could be interpreted as predis- 
posing the patient to a psychotic reaction follow- 
ing the head trauma. 

Three of our cases had sustained more than 
one severe head injury, but although they showed 
definite evidence of brain damage after the first 
trauma, mental symptoms were not severe enough 
to necessitate institutionalization at that time. 
Case 1 had a severe head trauma at the age of 
seven which resulted in mental enfeeblement. At 
the age of 34 a second accident resulted in a skull 
fracture, following which he developed a psy- 
chosis and was institutionalized one year later, 
and since then has been showing a progressive 
dementia. 

Case 8 at the age of 42 fell from a roof and 
following this developed epileptiform seizures. 
He had a series of three more accidents, the last 
one at the age of 48, at which time he was com- 
mitted to the institution. He has continued to 
have generalized epileptiform seizures and has 
developed deafness and a marked dementia. 

Case 15 had a skull fracture very early in life; 
treated by decompression. At age of 39 he was 
struck on the head by a board and then developed 
epileptiform seizures and mood swings. 

Statistical analyses brought out the following 


data: 
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Table 1 lists the most frequent causes of head 
trauma. Falls from a height are most numerous, 
with automobile accidents a close second. 

The other part of this table indicates the type 
of injury and shows the predominance of recog- 
nized skull fractures. It is possible that among 
those diagnosed as concussions there may have 
been a few unrecognized skull fractures. This 
analysis indicates that skull fracture and con- 
cussion are of approximately equal significance 
as far as prognosis is concerned. 

The age at time of accident varied from 114 
to 53 years, with the greatest frequency in the 
4th decade and greatest number of admissions to 
the institution during the 5th decade. Table 2 
corroborates the opinion held by many authors ® 





TABLE 1 


RELATIONSHIPS OF ACCIDENT TYPE AND INJURY 
TYPE TO PROGNOSIS 
Present Status 


No. No. No % of 

Accident Type Imp Stat. Det Total 
Pall frat HG hscs sce cccewss 3 1 6 31% 
Auta Actidett <..ccscicicccce + 2 2 25% 
Creaking Bnttiey: 6.6 escce wes cs 3 1 13% 
Gut Winn coh cee caciencecee «8 1 3% 
CMRNGWH: ek ddecccdeeectessc 4 “a 28% 
sk covaucao pueesseue 11 7 14 100% 

Present Status 

No. No. No. % of 

Injury Type Imp. Stat. Det. Total 
Sail Bieetite vice eee dee. 4 5 8 54% 
COON aed kc o eee beanee 5 1 5 34% 
Severe Brtiising ...e<csccess 2 ii 1 9% 
Bullet Wound: <ccsveucc cues tus 1 is 3% 
BOGS ds civdsusreineaks 11 7 14 100% 

TABLE 2 


RELATIONSHIP OF AGE DATA TO PROGNOSIS 
ACCIDENT AGE 


Present Status 


Age Level No. Imp. No. Stat. No. Det. % of Total 
Oe Pais encesiccevas 1 “es 1 6% | 
1 enor eer 1 2 1 12% 
ee ee ee 2 1 1 12% 
JORG YE wucmnatereras 3 1 3 23% 
GOA WIE. ii ziedes 4 2 4 32% 
SO SP FER oct vcsoede ws 1 4 15% 

ROGAN 6 oo Santee 1B | 14 100% 

ADMISSION AGE 
Present Status 

Age Level No. Imp. No. Stat. No. Det. % of Total 
Se sig ce ceece! as = = Be. 
TIE FI8 Ake eescanes 1 ve 3% 
AUER GER 80s oor hs ors 4 2 1 22% 
50°59 Yrs, cevcevvrecece 4 2 18% 
SOAS FOR di dsahcrerie's 1 3 3 28% 
OI ey ea 1 2 8 35% 

FROMEE (chu otea scenes 11 7 14 100% 
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that the later in life the accident, the poorer the 
prognosis. 

The duration of symptoms is also a factor in 
the prognosis. The common opinion is that if the 
symptoms have persisted for two years or more, 
the prognosis is poor.®** In our material the 
majority of the patients were admitted to the in- 
stitution at least two years after the accident. 

The onset of physic symptoms following 
trauma is most often immediate, but there may 
be a latent period between recovery from the 
cute symptoms and onset of psychosis. An an- 
alysis of our data shows that in 28 or 87 per cent. 
there was no recognizable latent period. In three 
cases or 9 per cent, there was a latent period of 
three to five months, and in one case, of four 
years, The preponderance of cases showing a 
continuation of symptoms makes one suspect that 
with more adequate histories some evidence of 
mental symptoms would have been found in 
the other four cases also during the so-called 
latent period. 

Seven patients or 22 per cent. developed their 
first epileptiform attack from five months to 
eight years after the accident, with all the evi- 
dence pointing to an organic origin. 

The reaction to a severe head trauma is 
usually, though not necessarily, initiated with a 
variable period of unconsciousness and follows a 
regular sequence of delirium, confusion, memory 
defect, confabulation, etc., on to either apparent 
recovery or progressive deterioration; or may 
remain stationary at any level. 

Table 3 shows the variability and frequency of 
the acute reactions. Unconsciousness, delirium 
and confustion are most frequent. Irritability, 
uncooperatiyeness, headaches, convulsions and 





TABLE 3 
RELATIONSHIP BETWEEN ACUTE REACTION 


TYPES AND PROGNOSIS 


Present Status 


Acute No, No, No, Percentage of 

Reaction Types Imp. Stat. Det. Tota) Cases 
Unconsciousness ........... 6 3 11 63% 
Delirium and Confusion..... 4 3 Il 56% 
Personality Defects ........ 4 2 10 49% 
Emotional Defects ......... 4 2 6 37% 
Memory Defects ........... 3 1 7 34% 
Ce a 4 2 3 28% 
Muscular Incoordination ,,.. +» 7 22% 
eee, ee 4 3 22% 
SE Ee a Ramee aetene es. oe a 12% 
Hallucinations ........ hw 8 2 12% 
PN? Ss nbniwweschaees 1 ie 3 12% 
Sensory Impairment ........ .. 1 2 9% 
TPMUMOUE, okceGx sc seacaseus’ 1 | 2 9% 
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memory defects are next in frequency. Confabu- 
lation was noted only once, which is not in accord 
with the usually reported* ** sequence of rein- 
tegration of brain function following uncon- 
sciousness due to head trauma. 


One of the most important reasons for institu- 


tionalization of a patient is his inability to adjust 
in his former environment. This is due to some 
change in personality reaction. 

Table 4 gives a differential analysis of the 
post-traumatic 
types, Because of the difficulty in many cases of 
classifying personality under one general head- 
ing, several descriptive terms are used, conse- 
quently the number of frequencies in this table 


pretraumatic and personality 


is greater than the number of patients. It will be 
noted that there is a marked shift in the per- 
sonality traits. Before the trauma more than 
one-half of these patients were considered of 
social or average personality; after the trauma 
not a single case could be thus reported. The 
most frequent post-traumatic personality traits 
exhibited were irritable, paranoid and anti-social 
components. There is no striking relationship 
between personality type and prognosis, but for 
those patients showing a paranoid post-traumatic 
reaction the prognosis appears to be poor. 

Many authors*** have emphasized the fre- 
quency of subjective complaints of patients fol- 
Jowing head trauma, such as headaches, dizziness 
and fatigability. In this group these complaints 
were relatively infrequent. 

All have definite pathologic organic brain 


lesions. Headache, which is stressed in the liter- 





TABLE 4 


RELATIONSHIPS OF PRE-TRAUMATIC AND POST- 
TRAUMATIC PERSONALITY TO PROGNOSIS 


Pre-Traumatic Present Status % of 

Personality No. Imp. No. Stat. No. Det. Total 
ee ee ee a 4 3 3 31% 
Average ssssee sovceneceee @ ] 4 22% 
WRI 5 sas. o/odo0rn odaee ea 3 2 2 22% 
SE ae eee Serene 2 wie 3 15% 
PRIMO. (hna ersanansanis 1 1 2 12% 
PUM Fs icc: Sale siéSib egw ere 1 1 6% 
eS IEEE Te ee os | 3% 
RIMMING Fan Coons arse arate 2 3 15% 
Post-Traumatic Present Status Jo of 

Personality No. Imp. No. Stat. No. Det. Total 
ES eee ae een, Snes 5  : 5 38% 
PEE oe.5550905000 080 1 1 6 25% 
RERMNON EY hy. sols cinls.2 oteida.zie wares 2 5 22% 
Re ene eee 1 i 3 16% 
BODOG ede eveticines a 4 ] 3 16% 
IN ccd acstcnncatsiiees 1 we 2 9% 
ee ny ee li es .s 6% 


AMON ee eieicrh vated aive's ate 1 re 3% 
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ature as a very frequent symptom, is complained 
of by only 27 per cent. 

In the large majority deterioration was present 
in the emotional, occupational and ethical 
spheres, as well as in the intellectual field. 
Forty-seven per cent. expressed delusional ideas, 
while definite hallucinatory experiences were 
elicited in only 21 per cent. 

Table 5 gives the psychometric indices of de- 
terioration as determined by the Babcock scale. 
The higher the negative score, the greater the 
degree of deterioration. A negative score of 3.5 
or more is considered of pathological significance. 
The majority of cases tested on admission when 
retested for this study showed higher negative 
scores, indicating the progresive nature of the 
intellectual deterioration. 

Complete neurological examination revealed a 


variety of pathological reactions. Table 6 shows 
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prognosis in head trauma, i. e., the damaging 
effect of the alcohol makes the brain tissue more 
susceptible to traumatic injury. Table % shows 
the frequency of alcoholism in our cases and a 
comparison with their present mental status. De- 


terioration is as frequent in the non-alcoholic 





TABLE 6 


FREQUENCY OF NEUROLOGICAL SYMPTOMS 


Per cent. of 


Neurological Findings F.equencies Total Cases 


Cranial Nerve Involvement .......... 25 76% 
Pyramidal Tract Involvement........ 14 37% 
Muscle Tone Impairment ........... 12 43% 
WSR oak ai wir <a yh ate ard og da 2 6% 
COMMUNE 646.56 ts kes barceececeseees 7 15% 
Extra Pyramidal Tract Involvement... 3 9% 


TABLE 7 
A—The Alcoholic Factor as Related to Prognosis. 
B—Present Mental Status. 


Present Status % of 


Alcoholic Factor No. Imp. No. Stat. No. Det. Total 








a predominance of cranial nerve involvement pyeessive ..............-. P 3 3 34% 
which might be explained by the fact that the Mild and P. ............. 1 2 1 13% 
; . NONE ccvcccccrcenes furor” 1 6 34% 
head was the site of trauma. Some neurological tyaknown ...... relwatoiss , 1 4 19% 
symptoms were present in all but one case. In a — — — —— 
: , fl) Mee erecercert rt 1 7 14 100% 
few patients finer neurological tests had to be 
employed to elicit the evidence for involvement een 
eee ae ; Pee nes oe No. % of 
of the neural pathways. In three cases in w hich i atid as eiitinie: Meta 
the injury involved the frontal bone the clinical — Recovered 13% 
signs, both neurological and mental, pointed to a pe ol 6 po 
lesion of the frontal lobe. Déteviorating vcvcveisvccere peeneeterehe te a 
Many investigators** consider alcohol to be a he, ARE RR ANN eR Blt; = pene 
factor directly associated with both incidence and sin Miia 
TABLE 5 
PSYCHOMETRIC FINDINGS 
Present 
On Admission On Retesting Mental 
Case No Vee. E. Q. Det. Index Time Interval Voc. I. Q. Det. Index Status 
1 95 —,] 4 yrs, ? —5.7 Deteriorated 
2 90 —3.3 2% yrs. 94 —4.§ Deteriorated 
4 ay inte ee 102 —8.7 Deteriorated 
6 94 —2.0 6 mos. 94 —0.6 Recovered 
7 ~ ae , 58 —2.5 Deteriorated 
8 Uncooperative 3 yrs. Uncooperative Deteriorated 
10 70 —3.1 ; Deteriorated 
13 90 —1.3 a ike Stationary 
18 on $1 —5.9 Stationary 
19 a fe ee 72 —0.8 Deteriorated 
20 88 —4.9 6 yrs. 75 —5.0 Deteriorated 
21 me me ae 107 —2.8 Deteriorated 
22 75 —3.0 1% yrs. 70 —1.5 Improved 
23 98 —1.7 Sw yrs. 94 —4.2 Deteriorated 
24 es re a 106 —7,9 Deteriorated 
26 50 —3.0 2% yrs. 47 —3.5 Improved 
27 94 —4.2 S yrs. 94 —2.9 Improved 
28 100 panty ip a as _ Improved 
29 112 —3.0 1 mo. 112 —3.9 Stationary 
30 90 —2,3 3 yrs, 95 —2.8 Stationary 
31 50 —3.0 = Deteriorated 
32 82 —3.2 2 mos. 82 —2.0 Recovered 
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group as in the excessive and mild alcoholic 
groups, but the groups are too smal) to allow any 
conclusions to be made. 

An analysis of the prognosis for the cases as 
a whole shows that 65 per cent. appear to be 
stationary or deteriorating. Of the 35 per cent. 
considered improved only 15 per cent, were re- 
covered or at least improved sufficiently to be 
discharged from the hospital. This would indi- 
cate that the statistical prognosis for post-trau- 
matic psychosis due to severe head injury should 
he considered poor, 

CONCLUSIONS 


1. The importance of head trauma as a pre- 
cipitating factor in general paralysis and arterio- 
sclerosis appears to be negligible. 

2. Cases due to severe concussion without 
demontrable skull fracture show deterioration as 
frequently as those with definite skull fracture. 

3. The symptoms of prognostic significance 
for ultimate deterioration appear to be age at 
time of accident, occurrence of convulsions and 
paranoid reaction following the trauma. 

4. Subjective complaints were relatively in- 
frequent and could not be considered any indica- 
tion of the amount or severity of the existing 
organic changes. 


~ 


5. Head trauma appears to have initiated a 
definite shift in the most prominently expressed 
personality components. 

6. The most frequent expressions of neuro- 
logical manifestations were signs of cranial nerve 
and pyramidal tract involvement, as well as dis- 
turbed muscular tonus. In three of the cases the 
mental syndromes could be related to frontal lobe 
lesion. 

‘?. Studies of the mental efficiency level in 
these cases indicate a progressive intellectual 
deterioration. 

8. Analysis of 32 cases indicates a poor prog- 
nosis for those cases with prolonged psychotic 
syndrome following head trauma. 
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SCHIZOPHRENIC-LIKE PSYCHOSIS 
FOLLOWING HEAD INJURIES 


Louis B. SuHaprro, M. D. 
ELGIN, ILLINOIS 


Schizophrenic-like psychosis following head 
injuries has received little attention, while the 
role that the head trauma plays in producing the 
so-called posttraumatic psychosis has been 
studied extensively. The literature also contains 
reports on the relationship of general paresis to 
trauma, the incidence of Parkinson’s state fol- 
lowing severe head injuries or the development 
of arteriosclerotic and senile conditions. 

In 1934 Schilder,t in a study of psychic dis- 
turbances after head injuries, concluded that the 
catatonic symptoms may be a sign of local lesion 
induced by a severe head trauma and that emo- 
tional disturbances toward schizoid, psychopathic 
and epileptoid trends may result from organic 
changes due to trauma. Meyer,? on the other 
hand, summarized his experiences by saying the 
trauma is merely a contributing factor in the 
production of such states as manic-depressive, 
catatonic deterioration and paranoid conditions. 

The psychoanalysts, especially Freud, Ferenczi 
and Abraham,* have claimed that too much at- 
tention is placed on the physical aspect, while 
important, unconscious forces are neglected. 
Others have suggested that the trauma may pro- 
duce profound effects from a psychogenic point 
of view. The question arises whether the trauma 
releases a latent schizophrenic process that would 
have developed in the course of time, or whether 
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these cases diagnosed as dementia praecox are 
not really such, but simply schizophrenic-like 
pictures. In reference to this problem, Rosanoff 
et. al.,? in his work on the schizophrenias occur- 
ring in twins, makes the following comment: “A 
more detailed scrutiny of the material suggests 
the possibility of separating out from amongst 
this so-called schizophrenic psychosis, a large 
group of cases that seem to occur on a basis of 
partial decerebration, mainly of traumatic or 
infectious origin.” 

This communication is an attempt to deter- 
mine whether or not those cases of schizophrenia 
developing after severe head injuries are in any 
way different from those that come on without 
severe head trauma. 

Out of 2,000 cases of dementia praecox that 
comprise the resident population of Elgin State 
Hospital, a large number were found that showed 
some relationship to a severe head injury, but 
only those were selected in which the connection 
between trauma and onset of mental symptoms 
could not well be discarded. The casual relation 
between the trauma and psychosis was strongly 
suggested by the following statements that oc- 
curred in some of the histories: “Following the 
accident he became stubborn, indifferent to rela- 
tives, restless, sleepless, took long walks by him- 
self,” or “Struck down in a drunken brawl, sus- 
tained a skull fracture; was unconscious for 
many hours; remained dazed and clouded for 
several days; slowly cleared up, but never re- 
turned to normal,” or, “He has not been well 
since his injury; was struck by an auto and sus- 
tained a skull fracture ; memory noticeably poor.” 

In all cases the onset of mental symptoms oc- 
curred within a few hours to three months after 
the injury. In eleven there was a variable period 
of unconsciousness after the trauma. All were 
diagnosed as dementia praecox. The present 
study, including a detailed examination of the 
records, as well as observation and mental ex- 
amination of these patients, shows that two dif- 
ferent kinds of reaction may occur. In one 
group the picture is unmistakably that of schizo- 
phrenia and can in no way be distinguished from 
that which develops without history of precipitat- 
ing trauma. The psychosis in these cases is char- 
acterized by the cardinal symptoms of schizo- 
phrenia, namely, a peculiar alteration in think- 
ing and feeling, with a withdrawal from reality. 
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In the ten patients that comprise this group, five 
had definite psychopathic tainting in the family 
stock. Six were unmistakably introverted in 
personality makeup prior to the onset of psy- 
chosis, two were extroverted, and in two the data 
were not convincing. Five patients became seclu- 
sive, indifferent, careless, apathetic and exhibited 
very little spontaneity. In four, the speech be- 
came irrelevant and incoherent. All had feelings 
of external control, hallucinated actively, and 
presented delusional ideas of a bizarre nature. 
These patients now show a picture of hebephrenic 
(deterioration. In spite of the fact that some have 
received shock treatment, no improvement could 
be seen in any of these patients. Ag an example, 
note the following: 


Case 1. Twenty-six-year old, single, white male, 
admitted to Elgin State Hospital 5/29/26. Mother 
had dementia praecox; sister was neurotic. He had 


a grammar school education and worked for several 
years for an electric company. He was not only 
interested in radio and electrical apparatus, but showed 
marked mechanical abilities. Described as a seclusive 
and head-strong personality. Showed no interest in 
women. He was struck unconscious in an auto acci- 
dent at the age of 25. Considered queer ever since. 
Said he was the son of God and could communicate 
with the world through radio and electricity. He 
feared someone was after him. When admitted he 
hallucinated actively, laughed without cause, spoke of 
Knights of Columbus being after him. For thirteen 
years he has continued to be delusional; speaks of 
electrical transmission draining his power. At times 
he talks irrelevantly and incoherently. He is alternately 
angry, laughing, indifferent ,and at times has passed 
into short episodes of catatonic excitement. 

Case 2. Twenty-eight-year old, single, white female 
admitted 11/22/38. Brother is a schizophrenic. She 
was gradauted from high school at 16, and had a good 
work record until 1931, when she received a blow on 
the head in an auto accident and was unconscious for 
several hours. Within several months she became 
paranoid and suspicious; thought she was psychic, that 
she was being impersonated and involved with dope 
peddlers and white slavery traffic. At times she was 
quiet, distracted, and subject to laughing spells. On 
admission she was sullen, resistive, angry, but for no 
reason would become pleasant and cheerful for short 
periods. She expressed ideas similar to those men- 
tioned before and named a certain girl friend as the 
chief impersonator and persecutor. She was treated 
with insulin, without result. 

In contrast to the above cases, eleven patients did 
not seem to fit into this series because of a quite 
different symptomatology. It is true that these eleven 
cases presented impulsive laughter, apathy, indifference, 
mannerisms and peculiar, bizarre delusional ideas, but 
in addition there were symptoms that seemed to be 
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definitely connected with the head trauma and strongly 
suggestive of parenchymal damage. For instance, five 
patients complained of persistent headache, two had 
a history of epileptiform seizures, two complained of 
confusion and dizziness, and they all showed impair- 
ment of memory and orientation. In contrast to the 
first group the heredity in these patients showed taint- 
ing in two cases only. The prepsychotic personality 
in seven patients did not present introverted trends; 
they were at least ambivert, if not extrovert. In the 
remaining four the data were insufficient. The final 
outcome in these eight cases did not seem to differ 
from those presented in the beginning. After several 
years they leveled off and presented a picture of in- 
difference, laziness and unconcern about surroundings. 
Three cases have not reached this level yet, even after 
a period of seven years. The following case reports 
illustrate the behavior of the patients in this group. 

Case 3. Thirty-year-old, single, white male, ad- 
mitted 6/19/29. Father said to be alcoholic. Third 
grade education at ten years of age. Truck driver by 
occupation; was in the St. Charles School for Boys 
because of chronic truancy. He was shot through the 
head in April of 1919. Soon thereafter he had two 
convulsions and several others at intervals since. Since 
1933 there has been a marked defect in the various 
memory spheres and persistent complaints of headaches 
and dizzy feelings. 

He was admitted to Elgin because he was unmanage- 
able. Here he was quiet, careless, manneristic, ap- 
peared dazed, complained of hearing women’s voices 
saying nasty things. He experienced body sensations 
which he referred to as electrical interference. He 
complained that someone read his ,mind. Enemies 
were persecuting him. He was being watched, followed 
and laughed at. He heard them call him names and 
saw reference to himself in the newspapers. 

During the next ten years he made several attempts 
to escape from the institution. Usually he has been 
observed standing about in a dull and apathetic manner ; 
continues to complain of women’s voices and _ states 
that the sun, moon and stars are influencing him. His 
speech is irrelevant. He is irritable and profane. No 
convulsions have been observed while hospitalized. 

Case 4. Twenty-seven-year old, single, white male, 
admitted 7/10/37. Family history negative; grammar 
school education; good work record; sociable, jolly, 
enjoyed companionship, and went out frequently with 
mixed groups. He suffered a skull fracture in Janu- 
ary, 1933, and was unconscious seventy-six hours. 
Soon thereafter he became stubborn, indifferent, rest- 
less and sleepless. He blocked in his speech, had 
laughing spells, was quiet for long periods of time, 
showed forgetfulness, carelessness of personal appear- 
ance, complained of continuous pain in top of his head. 
At times was out of contact; on other occasions was 
fearful, had a sense of impending danger, pointed to 
imaginary things in the room and made faces. On 
admission to Elgin he was indifferent, showed little 
energy in the performance of his movements, was 
manneristic, inattentive and seclusive. Complained of 
headaches every day. Felt fearful, but couldn’t ex- 
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He heard men’s voices, but couldn’t tell 
much about them. Recent and remote memory and 
calculation were markedly impaired. He appreciated 
the defect in his memory. During the past two years 
he has continued to complain of pressure in the back 
of his head, showed lack of energy, masturbated exces- 
sively, was manneristic and utterly indifferent. 


plain why. 


COMMENT AND CONCLUSIONS 


Out of 2,000 schizophrenics 21 cases showed a 
rather definite relationship between trauma and 
the onset of psychotic symptoms. The question 
whether damage to the brain acts as a releasing 
factor of an underlying schizophrenic mechan- 
ism, or whether the changes themselves are re- 
sponsible for the symptoms cannot be satisfac- 
torily anwered. It is known that in any organic 
brain disease schizophrenic symptoms may occur, 
but conclusive evidence is required to show that 
these changes are responsible for the mental 
symptomatology. In our first group of patients 
there was no evidence of brain injury, but still 
the mental symptoms developed in such a close 
time relationship to a severe head trauma that 
this casual sequence of events cannot be disre- 
garded. These patients were all of introverted 
personalities and had marked hereditary tainting, 
so that the possibility of schizophrenic-like reac- 
tion was present. Due to the injury, this latent 
tendency became overt and the psychosis which 
followed the trauma was that of a so-called 
schizophrenia. We would conclude that in this 
group the trauma acted simply as a precipitating 
factor. 

In the second group, comprising 11 cases, evi- 
dence of brain damage was present. Confusion, 
dizziness, defects in memory and orientation, as 
well as persistent headaches with irritability do 
not belong commonly in a schizophrenic-like pic- 
ture. Furthermore, in seven of these cases, the 
pre-psychotic personality was well integrated and 
hereditary tainting was present in only two. Aside 
from the mentioned symptoms, these patients 
presented a schiozophrenic picture. They were 
all diagnosed dementia praecox and eight of 
them showed in the course of time a complete 
deterioration. Still, the neurological changes, 
the mixture of organic-like mental symptoms and 
the absence of any predisposing factors in the 
history suggest that in these cases the trauma did 
more than precipitate a psychotic reaction. In 
producing pathological changes in the brain, the 
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injury would seem to have contributed to the 
formation of the clinical picture. Although 
autopsy findings are as yet not available in this 
group, the development of Parkinsonian-like 
syndrome in one case and evidence of hemiplegia 
and convulsions in another suggests a localized 
brain damage. 

In evaluating the role which the trauma plays 
in the schizophrenic-like picture, one should al- 
ways pay attention to the personality as a whole. 
In all cases of so-called schizophrenia one 
should consider whether the psychosis is not 
attributable to some definite etiological factor, 
such as trauma, infection or tumor. Many studies 
ure now being carried on in cases of schizophre- 
nia. The results are interesting, but certainly of 
questionable value if the study consists of pa- 
tients whose psychosis can be attributed to some 
definite etiological factor. Therefore, the need is 
emphasized to be more exact in evaluating all 
mental symptoms, so that these patients may be 
differentiated from the so-called schizophrenia in 
which no traceable etiological factor occurs. 
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DISCUSSION 

Dr. John Lindquist: I have been very much inter- 
ested in this discussion of mental disorders following 
head trauma. I must confess that my experience has 
been somewhat limited, since I see more of the acute 
cases of head injuries. Nevertheless, we are concerned 
about the eventual fate of these patients and Dr. Mock 
has often expressed a hope of studying state hospital 
patients in an attempt to answer this problem by a 
careful follow-up. This is difficult to do because these 
patients get away and our follow-up records are often 
incomplete. We really do not know what the eventual 
fate of most of them is. If any advances are to be 
made, they must come from a study carried out in the 
state institutions. 

There are several things from the standpoint of the 
general surgeon who deals with acute injuries that 
interest me. First, in regard to the prognostic features 
that have been pointed out, particularly the age group. 
Dr. Goldstein’s statistics indicated that the older the 
patient the less likely there is to be a reversible re- 
action. We have patients who could be called sub- 
acute cases of psychosis or neurosis that seem to 
improve if we dehydrate them or do spinal drainage, 
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and.I should like to ask Dr. Goldstein if he has had 
any experience with this management in chronic cases. 
Fay of Philadelphia feels that there is cerebral ischemia 
that may be helped by dehydration or spinal drainage. 

Dr. Steinberg’s remarks regarding the apparent 
similarity between the prognostic effects of concussion 
and serious head injury or skull fracture are interest- 
ing. There is a tendency among men who treat acute 
cases to consider concussion as of minor importance 
and not to give these patients as adequate treatment 
as those with serious injury. We have felt that in 
definite signs of concussion the patient should receive 
the same care as he does with a serious injury. I 
should like to ask Dr. Steinberg if there is any correla- 
tion between adequacy of treatment and the degrees 
of traumaic psychosis in his study. 

I think much is to be gained from pathologic or 
postmortem study of these patients because in our 
management we are often puzzled about indications for 
encephalography or craniotomy on one side or both 
sides, and there is some divergence of opinion as to 
when these should be done. 

I was interested in seeing Dr. Shapiro’s classifica- 
tion: those with pathologic changes in the head and 
those without pathologic findings. 

I feel a great deal is to be gained in this direction 
and I feel the psychiatrist has to point the way in 
regard to the prognosis and diagnosis and treatment. 

Dr. T. M. French, Chicago: My experience with 
this type of case is limited so I shall have to make my 
remarks somewhat general. I should like to compli- 
ment the three essayists for these papers which furnish 
a very nice survey of this field. The paper which lies 
nearest to my own field is that of Dr. Shapiro. He, 
as I understand it, divides schizophrenic-like reactions 
associated with head trauma into two groups: one in 
which the head trauma acts as a precipitating agent, 
in which the organic features are less pronounced and 
in which the previous personality of the patient would 
suggest that the condition might have developed with- 
out the trauma. The other group has organic features 
which are much more pronounced and there is less 
reason to suppose that these patients would have de- 
veloped a schizophrenia without the head trauma; for 
that reason he regards them as much more specific 
cases of head trauma with symptom picture of schizo- 
phrenia. « a" 

This classii.cation seems to Le very use. il and sug- 
gests certain points that I think are worth emphasizing. 
Dr. Shapiro ended his paper with an appeal that we 
should study the detailed symptom complex of these 
patients with reference to the organic and psychic 
background, and it is that point which I think deserves 
being emphasized. It seems to me in cases like his 
second group it is important to realize that even in 
such cases where there is very definite organic in- 
volvment, the symptom-picture or the clinical picture 
needs to be analyzed, if we want to understand it, into 
several factors. In the first place, what are the direct 
effects of organic damage? In most cases there are 
memory and intelligence defects. Sometimes they are 
neurological findings probably attributable to actual 








254 ILLINOIS MEDICAL JOURNAL 


damage to the brain. Such symptoms as irritability, 
headache, confusion and fatigue are probably very 
largely to be attributed to the direct psysiologic effect 
of the damage. In the second place, even in psychoses 
due to definite organic damage, there are also very 
important aspects of the clinical picture due to psychic 
reactions. The most important of these I would say 
are psychic reactions to the organic damage itself. 
There have been some interesting studies made along 
this line, especially one by Ferenczi on paresis, and 
it would be interesting to apply the same line of thought 
to traumatic neuroses. Ferenczi and assistants found 
that if they carefully examined the content of the 
delusions of a paretic, a large number of them may 
be best understood as psychic reactions to the exist- 
ence of the organic defect. A number of their patients 
reported their age falsely, giving instead the age at 
which they had acquired their infection, as they did 
not wish or admit to themselves the fact that their 
infection had ever occurred. In other cases the char- 
acter of the delusions of the grandiose type had to do 
with some attempt to deny the fact of their infection 
or to deny the fact of the mental impairment that re- 
sulted from it. The delusion that they were treating 
people for syphilis was an attempt to overcome the 
trauma of realization that they had acquired this 
despised and disabling disease and instead of that they 
were picturing themselves as treating thousands of 
people with that disease. 

I recall a case of my own in which the patient 
developed a manic depressive-like reaction. This was 
a case of paresis. During the expansive phase he did 
not remember his infection, but during his depressive 
periods he was painfully aware of it. Grotjohn has 
discussed at some length the juvenile paretic from this 
point of view, with the emphasis upon the reaction of 
these young children to the tremendous inferiority and 
feeling of insecurity that resulted from the fact that 
they were unable to use their minds as they normally 
should, and he has made some therapeutic suggestions 
based upon the principle of trying to minimize the trau- 
matic effect of the realization of the mental defect. 

Finally, when the patient is exposed to this tre- 
mendous trauma and organic damage and to the psychic 
shock of being disabled, the type of his reaction will 
depend not only upon the nature of the damage and 
not only upon the nature of the psychic trauma at the 
time, but also upon the structure of his personality. 
The organic damage and the physic reaction to it 
tend to destroy the integration of the personality and 
one should be able to find a relationship, not neces- 
sarily crude and superficial, but a definite relationship 
between the actual structure of the personality and the 
type of reaction to the cerebral insult. 

Dr. H. H. Goldstein, Chicago: I am sorry to in- 
form Dr. Lindquist that we did not do any significant 
number of spinal taps on patients admitted with a 
diagnosis of traumatic psychosis. I doubt whether 
there would be any significant change since most cases 
are admitted to the hospital some time after the trauma, 
at least several weeks, and although it might be in- 
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teresting to see what the result would be, we have no 
information as to what would have taken place. 

Dr. D. Louis Steinberg, Elgin (in closing): In 
answer to Dr. Lundquist’s question, when we prepared 
this study we were careful to use only material we 
were familiar with. The histories as a rule were too 
inadequate to make any correlation of the patient’s 
present condition with treatment received immediately 
following the injury. We do get some histories that 
give adequate information regarding the injury, what 
was done and the condition of the patient at the time 
of discharge, but most of the histories were not ade- 
quate and consequently we could not correlate the 
treatment to the outcome. 

Dr. Louis B. Shapiro, Elgin (in closing): I think 
it is important to state that in going over the patients 
who are in Elgin, many were found who received 
injuries to other parts of the body who reacted in a 
schizophrenic-like manner. For our study we chose 
those cases in which the injury was to the head and 
of a severe degree. It is quite obvious that many 
patients of introvert make-up may respond to a trauma 
from a psychic point of view. 

This study is being continued, as suggested by Dr. 
French. Unfortunately many of these records are 
inadequate. We are, however, contacting the relatives 
of patients whose psychosis is causally related to 
trauma with the purpose of obtaining detailed anam- 
nestic material relative to his personality and his 
psychic reaction to the trauma. 





ACUTE SUPPURATIVE OTITIS MEDIA 
AND MASTOIDITIS 
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Acute suppurative otitis media and mastoiditis 
are usually secondary to an infection of the 
upper respiratory tract by the streptococcus 
phneumococcus, influenza bacillus and other bac- 
teria. These bacterial infections and the as- 
sociated systemic diseases, such as scarlet fever, 
measles, influenza, pneumonia, diphtheria, may 
often produce variations in the course of the dis- 
ease, 

In order to clearly understand the symptoms, 
which may arise during the early or late course 
of the disease, it is advisable to remember that 
they are the effect of either irritation or destruc- 
tion of the various structures in or around the 
temporal bone. Those structures are the mas- 
toid air cells, lateral sinus, dura, labyrinth, 
facial nerve in the tympanic and mastoid por- 
tions; the trigeminal and abducens nerve, bone 
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marrow and air spaces in the apical portion of 
the petrous pyramid. 

The type of pneumatization of the mastoid 
process may alse be, a factor in the variability 
of the symptoms. The pneumatic type of a mas- 
toid process differs from the diploic type in that 
its cortex is usually thinner, the air cells are 
larger, less vascular and have less absorbing 
abilities. The sclerotic type has an extremely 
thick cortex and contains few or no cells. Be- 
cause of their difference in structure these mas- 
toid processes when infected may often present 
a different clinical course. 

SYMPTOMS OF OTITIS MEDIA AND MASTOIDITIS 

The infection, as is known, extends to the 
middle-ear by way of the eustachian tube. The 
mucosa of the mastoid antrum, being continuous 
with that of the middle-ear, becomes infected at 
the same time. 

With the exception of the fulminating cases, 
where a complication arises coincidental with 
the ear infection, there is usually a period of 
localization in the middle-ear and in the mas- 
toid antrum. 

There is a complaint of earache, mild fever 
and deafness. This is accompanied by the vari- 
ous progressive changes in the ear drum, such as 
injection, bulging, loss of luster and landmarks. 
Further extension of the process may give rise 
to the following more or less severe and alarm- 
ing symptoms: 

1, The pain may become boring in char- 
acter and be referred to the entire head. This 
may be associated with extreme restlessness and 
loss of sleep. Occasionally, due to irritation of 
the gasserian ganglion, the pain is felt in the 
back of the eye, in the face and teeth. While 
it is an important symptom of petrositis it does 
not always indicate an involvement of the pet- 
rous apex. 

2. Tenderness may be elicited at various 
points of the mastoid process. This is especially 
true in the pneumatic type of a mastoid process. 
In infants, due to the incomplete closure of the 
tympanic ring, an edema may be noticed in front 
and above the auricle. 

3. Fever, usually around 101 and 102; at 
times, especially in children, may reach 104 and 
105, and in diploic mastoids may be associated 
with chills. 

4. Deafness may be extreme by air conduc- 
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tion. The bone conduction, however, may be in- 
creased. 

5. Dizziness may be complained of. ‘This is 
due to absorption of toxic substances by the 
labyrinth or to pressure on its windows. Nys- 
tagmus to the same or the other side may be 
present. The latter is not to be considered as 
an invasion of the labyrinth in the presence of 
good bone conduction. Labyrinth irritation is 
more often found in the diplorie or sclerotic 
types of mastoid processes. 

6. Vomiting may be extreme in nature and, 
at times, in children is associated with rigidity 
of the neck. This may be due to the irritation 
of the dura at the nonobliterated petrosquamous 
suture, or to irritation of the labyrinth. 

7. Facial nerve paralysis may be an early 
finding. It is due to the pressure on the ex- 
posed nerve at an area where there is a de- 
hiscence in the bony canal which protects the 
nerve in its course through the middle-ear. This 
anomaly is more often found in the well pneu- 
matized temporal bones. 

8. Abducens nerve paralysis may at times 
occur during the early course of the infection. 
It does not always signify an actual involvement 
of the petrous apex. 

9. The blood picture shows a leucocytosis 
with an increase in the polymorphonuclears. A 
positive blood culture may be found early espe- 
cially in the diploic type of mastoids. It does 
not necessarily signify a sinus thrombosis, espe- 
cially if baeteria other than the streptococcus 
hemolyticus, or the pneumococcus type IIT are 
found. 

It is remarkable, that those symptoms may 
subside, some quickly, some gradually, following 
the spontaneous rupture or after the incision of 
the tympanic membrane. What seemingly ap- 
pears as a case of mastoiditis or of another com- 
plication may result in a complete recovery. 
This is explained by the observation that the 
symptoms, which may arise in the early course 
of the disease, may be produced by pressure on 
the surrounding structures by the congestion of 
the mucous membrane of the middle-ear or of 
the mastoid cells, or due to absorption of the 
toxic products of the bacterial infection. Those 
symptoms do not necessarily signify an actual 
destruction of tissues or organs. 

When, however, some of the above enumerated 
symptoms persist or become more severe, or ap- 
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pear after the establishment of drainage from 
the middle-ear, then one must be on guard to 
evaluate each symptom with reference to a 
threatened complication. 


DIAGNOSIS OF SURGICAL MASTOIDITIS 


It has been observed that the pneumatic type 
of a mastoid process breaks down much earlier 
and oftener than the diploic type and forms a 
coalescent abscess. It usually takes about three 
weeks from the onset of the ear infection for 
such a process to occur. Coincidental with it 
there is an infiltration of the periosteum of the 
mastoid process and of the bony auditory canal. 
This produces more or less bulging of the auricle 
in a forward and downward direction and sag- 
ging of the posterosuperior external canal wall. 
The latter is almost a constant finding in all 
types of pneumatized mastoid processes and con- 
stitutes a pathognomonic sign of surgical mas- 
toiditis. 

Retraction and bulging of the auricle is more 
often found in the pneumatic type of a mastoid 
process or when there is a breakdown of the 
external cortex in either type. Although it is a 
pathognomonic sign, it may be too dangerous to 
wait for it to appear. 

The roentgenogram, which in the early stages 
of the infection shows a cloudiness of the cells 
may not always show the corresponding degree 
of the actual destruction of the mastoid air cells. 
It is, therefore, not always dependable. How- 
ever, when at any period during the infection, 
it shows progressive evidence of destruction or 
a coalescence of the mastoid air cells, it super- 
sedes all as a pathognomonic sign in the diag- 
nosis of surgical mastoiditis. 

There is not always a cessation of the ear dis- 
charge with the onset of the symptoms of sur- 
gical mastoiditis. It may be unchanged, im- 
proved, or increased in the presence of a com- 
plication. 

Some of the symptoms, such as mastoid tend- 
erness, fever and chills, headache, vomiting, diz- 
ziness, facial or abducens nerve paralysis, may 
have made their first appearance at this stage; 
some may have recurred with a greater severity 
after a period of improvement. Each of those 
symptoms, alone or combined, are at- this period 
significant of the destructive process which is 
taking place and, in conjunction with the afore- 
mentioned otoscopic and laboratory findings, con- 
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stitutes a definite indication for the surgical 
mastoid operation. 

Occasionally, because of the presence of the 
pathognomonic signs of destruction of the air 
cells in the mastoid process, the indications for 
the mastoid operation may arise apparently very 
early, i. e., in the first or second week from the 
onset of the ear discharge. Those are the cases, 
where because of the severity of the original dis- 
ease, there has been a delay in the timely recog- 
nition of the ear symptoms. Another contribu- 
ing factor are certain bacteria, notably the pneu- 
mococcus type III which promotes the forma- 
tion of fibrin and granulation tissue instead of 
pus. Although it is often destructive in nature, 
it may at first produce mild symptoms. The ear 
drum may not show the redness and bulging 
which accompanies the usual case of acute sup- 
purative otitis media and, therefore, does not 
rupture, or there may be scanty or no drainage 
even after a long delayed incision. 

There are also instances when the absolute in- 
dication for the mastoid operation may arise 
regardless of the absence of the aforementioned 
pathognomonic signs. Among those are a group 
of cases, where sepsis with a positive blood cul- 
ture of the streptococcus hemolyticus or pneu- 
mococcus type III, labyrinth and meningeal irri- 
tation, and motor nerve paresis continue with a 
progressively increasing severity in spite of 
drainage from the middle-ear. 

An ear infection cannot be considered cured 
unless the general symptoms have subsided, the 
ear discharge had ceased, the ear drum had 
healed, and the hearing had returned to within 
its former level. 

The usual duration of the discharge is from 
one to four weeks. In undernourished indi- 
viduals it may last up to six weeks. A careful 
search should be made for any constitutional 
dyscrasia or for foci of infection in the nose 
and nasopharynx. 

The persistency of the discharge after the re- 
moval of local foci of infection is indicative of 
suppuration of some of the mastoid air cells. 
Because of its detrimental effect on the hearing 
and the possibility of its becoming a chronic 
process it presents a relative indication for the 
simple mastoid operation. 


TREATMENT 


An incision of the tympanic membrane should 
be performed when there is a moderate amount 
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of bulging, associated with fever, restlessness, 
pain and impairment of hearing. This is espe- 
cially important in the exanthematous diseases. 
Marked bulging, especially, in the flaccid portion 
of the tympanic membrane with impairment of 
hearing, even in the absence of severe constitu- 
tional symptoms, calls for a liberation of the 
exudate in the middle-ear. 

In this connection I may call your attention 
to a frequent occurrence of a spontaneous rup- 
ture of the ear drum, in less than twenty-four 
hours, after the first examination of it when it 
appeared only slightly injected. 

This demonstrates the occasional rapidity of 
the process and the harmlessness of early drain- 
age. Having encountered an instance in the pre- 
rupture stage, and especially in the presence of 
one or more constitutional symptoms, one is 
justified in doing an early incision of the ear 
drum. In other words, it is the general symp- 
toms and local findings which shall be the guide 
and not the time element. The exception to this 
rule is that type of otitis media which is char- 
acterized by the formation of hemorrhagic 
blisters on the ear drum and external canal wall. 
These may show the hemolytic streptococcus on 
smear and culture. The administration of sul- 
fanilamide is advisable in these cases. The in- 
cision of the ear drum may be delayed for 
twenty-four hours depending on the signs and 
symptoms. 

The after management consists of the removal 
of the secretions from the middle-ear and the 
building up the general resistance of the patient. 

The use of mass suction in the treatment of 
acute suppurative otitis media has no value. 
While this procedure may have a favorable effect 
on the chronic discharging ears, in the acute 
cases, however, such treatment may produce a 
blocking to secretions and may convert a seem- 
ingly mild case into a surgical one. These cases 
are referred to in the literature as “suction mas- 
toiditis.” 

It is remarkable how by the use of cotton 
drains, properly fashioned and frequently re- 
placed, one may remove the secretions. Often, 
long tenacious plugs of mucopus are found ad- 
herent to them. 

Irrigation of the ear canal, may be resorted 
to when there are accumulations of detritus in 
the external canal which block drainage. There 
is no proof that this procedure has caused a 
spread of the infection to the mastoid air cells. 
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Regarding the use of sulfanilamide, which has 
been highly acclaimed as a valuable drug in ear 
infections, I feel that a warning must be given 
that this drug may often confuse the clinical 
picture by masking certain symptoms or by giv- 
ing a false sense of security in converting an 
active process into a latent form. One must, 
therefore, use this drug only as an adjunct and 
not as a substitute for the indicated surgical 
procedures. 

It is not my intention to discuss the details 
of the technic of the mastoid operation. I only 
wish to emphasize the importance of adopting a 
surgical procedure which will exenterate all the 
accessible air cells around the lateral sinus, dura, 
labyrinth, zygoma and tip. Thus, numerous 
instances of complications which may be traced 
to incomplete surgical procedures will be elimi- 
nated. 

It is not within the scope of this paper to 
discuss the complication, known as petrositis. I 
have only intimated some of the clinical symp- 
toms which may arise when the petrous apex 
becomes involved in the early stages of the ear 
infection. Although this area is not explored 
during the simple mastoid operation, there are 
instances of petrositis in the experience of others 
and my own, which have cleared up after a most 
thorough exenteration of the cells in the simple 
mastoid operation. One may, therefore, infer 
that such a thorough procedure may also carry 
with it an element of prophylaxis in the preven- 
tion of petrositis. 

The following case report does *not represent 
the usual type of an ear infection, nor an isolated 
incident. Because of its recent occurrence and 
its illustration of many points of this presenta- 
tion, I consider it worth while to cite it. 

A white male, aged 28, registered on my service at 
the Illinois Eye and Ear Infirmary on April 8, 1939, 
because of his complaint of right side deafness of two 
months’ duration. 

He stated that two months previously he had a right 
side earache which lasted for one week. After a re- 
lief of ten days’ duration there was an onset of right 
side facial paralysis. This was followed two days 
later by an attack of dizziness and vomiting. At that 
time the deafness was increased to an extreme degree. 
A diagnosis of Bell’s palsy was made by his physician. 
After a two weeks’ rest his condition was improved 
sufficiently to allow him to resume his usual occupa- 
tion. He stated that at no time did he notice a dis- 
charge from that ear. 

At the time of examination the facial nerve paralysis, 
which was of five weeks’ duration, had almost com- 
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pletely recovered. There was a sustained spontaneous 


nystagmus by gazing to either side. The ear drum 


did not present any abnormalities. There was no 


edema or tenderness over the mastoid process. The 
tests disclosed a compelte loss of cochlear and vesti- 


bular function of the right labyrinth. 


Because of his apparent good general condition the 


patient was not hospitalized by the resident. However, 
blood and roentgen ray studies of the mastoids were 


ordered and the patient was instructed to return in 
two days for a report on the findings. He failed to 


keep his appointment. One week later information was 


received that four days after his visit to the clinic he 


became severely ill. He was removed to another hos- 


pital where a diagnosis of meningitis was made. 
COMMENT 

1, This is possibly an instance of an ear in- 
fection with the pneumococcus type III, also 
known as streptococcus mucosus capsulatus. 
Since there was no rupture of the tympanic 
membrane and the symptoms were not severe 
enough, he did not consult a physician. 

2. Facial nerve paralysis coming on during 
the third week of otitis media with persistent 
deafness should have aroused suspicion that the 
condition was not a simple Bell’s palsy in spite 
of the lack of a discharging ear. At this period 
a roentgen ray study of the mastoid would have 
already shown destructive changes of the cells. 
The absence of mastoid tenderness could have 
heen explained by the diploic type of cells which 
it consisted of and its thick cortex. 

3. The onset of signs of labyrinth irritation, 
such as vomiting, dizziness, nystagmus and pro- 
found deafness associated with a history of ear- 
ache were again sufficient reasons, even in the 
absence of destruction of the mastoid cells, to 
explore the mastoid process and more so when 
there was substantiating proof of a destruction 
of the mastoid air cells, which by April 8, showed 
a complete coalescence of all cells. 

4, One may avoid many pitfalls in practice 
by keeping constantly in mind that an ear and 
mastoid infection have variabilities including the 
symptoms and )oca) findings and that there is 
always danger when there is no return of func- 
tron. 

SUMMARY AND CONCLUSIONS 

In the diagnosis and treatment of acute sup- 
purative otitis media and mastoiditis it is im- 
portant to consider each anatomic structure of 
the tempora) bone as a factor in the course of 
the infection. The symptoms which arise may 


he @ manifestation of either toxic reactions, irri- 


tation or actual invasion of those structures. 
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In most instances the pathologic process is 
characterized by two stages; one, that of con- 
gestion and another that of destruction. The 
first stage may either subside or progress to the 
other in a slow or a rapid manner. While both 
stages apparently present similar clinical symp- 
toms, they can nevertheless, be differentiated. 

An incision of the tympanic membrane for 
drainage of the middle-ear infection is indicated 
whenever the local findings or the general symp- 
toms are severe in nature irrespective of the 
duration of the infection. 

While the time element is an important factor 
in the progress from a middle-ear infection to 
# surgical mastoiditis, nevertheless, one should 
not adopt this as a strict guide. The indication 
for the simple mastoid operation arises when- 
ever the pathognomonic signs of destruction of 
the mastoid air cells present themselves, or 
when the irritation of the vital anatomic struc- 
tures increase in severity and threatens the in- 
vasion of same. 

Due consideration should be given to the use 
of sero- and chemotherapy before the destruc- 
tive process has set in. Great caution, however, 
must be exercised in their use when definite sur- 
gical indications arise, lest an active process be 
converted into a dangerously latent form. 

It is important, that the surgical procedures 
should consist of a thorough exenteration of all 
accessible diseased cells and not be limited to 
mere drainage of the mastoid antrum. One may 
thus clear away the infection from many of the 
preformed pathways and prevent the formation 
of new pathways for the extension of the infec- 
tion to the intracranial structures. 

55 E. Washington Street. 


CLINICAL ROENTGENOGRAPHIC 


ASPECTS OF PETROSITIS 


S. M. Morwirz, M. D., F. A. C. S. 
CHICAGO 


Lillie* recently wrote “The good that has come 





from the prominence given in otologic literature 
to suppuration of the petrous pyramid has risen 
not from the description of special surgical tech- 
nics but from the fact that otologists have be- 


come more alert than formerly they were to the 


recognition of clinical syndromes and that they 


Read at the annua) meeting of the Ilinois State Medical 


Society, Section of Ear, Nose and Throat, Rockford, May 2, 
1939. 
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more Clearly understand the pathologic processes 
that are associated with the condition.” Bal- 
lance made the statement that the petrous bone 
now occupies somewhat the position which the 
mastod occupied 20 or 30 years ago. 

In the United States prior to 1930 little was 


written or known on the pathology, symptoms, 
diagnosis and therapy of petrous apex suppura- 


tion when Kopetzky and Almour began their 


serial papers on the subject. The diagnosis of 
this condition was rarely made except at post- 
mortem. Now otologists and radiologists are 
on the lookout for this disease entity, for early 
diagnosis and treatment of this serious patho- 
logic lesion may prevent a fatality. Since opera- 
tive indications may be questionable every diag- 
nostic aid must be employed. 

This paper is an attempt to note what de- 
pendent correlation exists between roentgeno- 
grahic findings in the petrous portion of the 
temporal bone and clinical symptoms. The otol- 
ogist is at times confronted with an ear infec- 
tion either pre- or post- mastoidectomy-. wherein 
uncertain sepsis continues and wherein the diag- 
nosis of petrositis enters. When the recognized 
characteristic symptom complex of petrositis is 
present the diagnosis may be evident clinically, 
but even then the otologist is anxious for more 
definite information to assure his decision. To 
what extent do radiographic findings add to such 
assurance ? 

As early emphasized by Taylor’ a complete 
study of infection in the temporal bone includes 
proper roentgenographic exposures of this area 
and its proper interpretation. The petrous pyra- 
mid is difficult to study by x-ray because of its 
depth within the skull and because of variations 
in its own anatomy. Structurally, the petrous 
portion of the temporal bone may be pneumatic 
or diploeic. Either type can be recognized on 
the roentgenogram. In accordance with Witt- 
maack’s theory if there is no disturbance in the 
process of pneumatization, a well pneumatized 
mastoid will result in numerous cases in pneu- 
matization of the petrous portion of the temporal 
bone, Just as the mastoid process may yary in 
its structure so may the petrous pyramid and its 
apex vary. While it is the rule for the mastoid 
process to be more pneumatic than the petrous 
pyramid and the apex, nevertheless the reverse 
condition sometimes exists, that is, the mastoid 


process is diploeic while the paralabyrinthine 
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cells and the cells at the apex are pneumatic. At 
times there may be as few as one or two cells 
at the apex. Mellinger* points out that in the 
interpretation of roentgenograms one must bear 
in mind the possibility of rather large venous 
spaces along the carotid canal, which might be 
mistaken for air cells. Their walls are more 
irregular in outline than are those of pneumatic 
cells. Also, the density of osseous tissue in- 
creases With age, therefore, one must remember 
ihat the- bones of children are more transparent 
than those of adults. These anatomic variations 
play an important role in the spread of infec- 
tion from the middle-ear to the apex. 

Radiologically, the petrous pyramid in any 
acute or chronic otitic infection shows a change 
from the normal. It is known that in the pres- 
ence of acute otitis media the x-ray film of a 
pneumatized mastoid process shows a cloudiness. 
This is due not to an infection in the mastoid 
process but to congestion and edema of the cell 
lining membrane which are secondary to and ac- 
company the otitic imfection. Likewise the 
roentgenogram of a pneumatized petrous pyra- 
mid in the presence of acute otitis media shows 
a cloudiness which is due to the congestion and 
edema of the lining membrane, This is not due 
te an infection in the pyramid. The petrous 
area displays a haziness in the presence of acute 
coalescent or destructive mastoiditis even though 
there is no extension of the infection into the 
pyramid. This diminution in aeration is pro- 
portionate to the congestion and edema of the 
membrane lining the air spaces, It is therefore 
seen that the petrosa shows essentially the same 
roentgen findings in acute otitis media as in 
acute coalescent mastoiditis. lf suppuration in 
the petrous apex develops, a marked decrease in 
density ensuses with halisteresis, softening or de- 
struction of trabeculae, and finally a partial or 
complete loss of apical contour, A striking de- 
marcation between the apex and labyrinthine 
portion now becomes evident. 

Even with stereoscopic technic it is often dif- 
ficult in the petrosa to separate one shadow from 
another and to evaluate the density and outline 
of each. This is partly due to the fact that most 
ol the petrosal pyramid lies rather deep in the 
skull; and it is almost impossible to obtain a 
clear picture of its entirety without the super- 
imposition of the shadows of the sinuses, rim 


of the orbits, or tissues of the neck and cal- 
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varium. The main difficulty is inherent in the 
bone itseli, The most common type of petrosa 
is pneumatized only in a few areas. The sur- 
rounding bone is more or less densely trabecu- 
lated bone containing marrow. The shadow of 
this sclerotic or diploeic bone as the case may 
be is superimposed on the few pneumatic cells 
and if they are small or located in certain areas 
their shadows may be completely obliterated. 

While obliteration of pneumatic cells in the 
mastoid usually means pathological changes, this 
does not hold when considering the petrous pyra- 
mid. The more highly pneumatized the petrosa 
the more the problem of estimating these changes 
approaches that of the mastoid. 

Taylor* aptly interprets films with two de- 
scriptive phrases (1) an increase in density and 
(2) a decrease in density. An increase means 
that a structure appears more white in the 
roentgenogram. It has gained something. In 
a pneumatic bone anything that decreases the 
contact with air produces an increase in density. 
This may be accomplished by congestion of the 
mucous membrane, by a transudant or an ex- 
udate in the air space, or also by the develop- 
ment of new bone and increase in lime salts. 
The reverse holds true when a decrease in den- 
sity is described. Something has been removed, 
usually calcium and its supporting structure. The 
area involved appears darker on the film. 

By observation of these two changes and cor- 
relation of the clinical findings Taylor claims it 
is possible to diagnose (1) acute coalescent petro- 
sitis with inadequate drainage which requires 
immediate surgical intervention. Here roentgen 
study shows a diminution in the aeration of the 
pyramid which is particularly marked in the 
basal portion. The trabeculae in the apex are 
thin and decalcified. As the lesion progresses, 
the halesteresis becomes more marked followed 
by destructive changes. The decalcification may 
be so intense that the apex is not visualized in 
the film. (2) Subacute case of coalescent petro- 
sitis, with adequate drainage not requiring im- 
mediate operation for drainage of the petrous 
apex. The same roentgen changes are seen as in 
acute coalescent petrositis with inadequate drain- 
age but the typical symptom-complex is absent. 
Otorrhea is present. These cases have a ten- 
deney to become chronic. (3) Chronic cases, 
presenting persistent otorrhea due to an infec- 
tion in the petrous apex and showing roentgen 
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evidences of chronic osteitis. There may or may 
not be complete obliteration of all air cells, 

To visualize the petrous pyramid either the 
Taylor or Stenver methods are employed. The 
mentovertical or so called Taylor base position 
is the more popular position for the study of the 
surgical petrous apex. It has many advantages 
as Taylor has pointed out, the most important 
being that it allows an over-all view of both 
petrous pyramids and therefore a comparison 
between the two sides. The disadvantage is that 
the projection superimposes the inferior portions 
of the petrosa upon the superior angle which is 
frequently involved. The oblique view or Sten- 
vers position gives a good view of the superior 
angle but necessitates the taking of two plates 
for comparison of the two sides. The use of a 
contrast medium as iodochloral when feasible is 
of great value. Exact technical factors should be 
maintained so that subsequent films can be re- 
produced with the same technic, thereby creat- 
ing a more exact interpretation of changes. 

Because of the complexity and gravity of 
petrositis it seems advisable in a suspected case 
to take stereoscopic projections by Taylor’s 
method for comparison of both sides and others 
by Stenver’s method for further localization. 
Today otologists being petrous-minded are in- 
clined in every mastoid case to request films also 
of the petrosa as a key picture for later study 
and comparison should the question of petrositis 
arise. If on the film taken at the outset there 
is a shadow of either apex no definite conclusion 
can be made, but if subsequent base plates show 
a definite change in this area when compared 
to the original film, then definite evidence of 
involvement in this area is present. 

Considering the barrage of papers and dis- 
cussions on the subject of petrous suppuration 
from 1930 to 1935 there has since been only 
sporadic articles on this condition, particularly 
the roentgen value. Sufficient time has now 
elapsed for various observers to report series of 
cases, and the findings and conclusions in many 
of these do not correspond with the earlier ob- 
servations. 

Coates and Ersner® in 1934 reported four cases 
each of which showed definite roentgenographic 
evidence of involvement of the apex of the pet- 
rous portion of the temporal bone and all re- 
covered without surgery on the apex, just from 
myringotomy or mastoidectomy. This brings to 
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our attention the now well recognized opiniou 
that for diagnosis of petrositis x-ray films should 
never be considered alone but only in conjunc- 
tion with all other findings. It is apparent that 
x-ray changes in the petrosa do not necessarily 
mean operative petrositis any more than x-ray 
changes in the mastoid necessarily mean opera- 
tive mastoiditis. 

According to Almour® the findings on the x- 
ray films should be interpreted first, as an indi- 
vidual factor giving information of the status 
quo, and second in comparison with films pre- 
viously taken of the same patient, affording in- 
formation of the moving pathological findings. 
Where only clouding is present and where hal- 
isteresis and cell coalescence is absent, and in 
successive films this status is maintained, one 
can expect recession of the lesion providing these 
findings are in accord with clinical observations. 
Where some evidence of beginning halisteresis 
or even localized destruction of bone septa is 
present, but upon successive plates this has not 
increased, recession of the lesion can be looked 
for when this finding is associated with gradual 
improvement in the clinical picture. By this is 
meant a lessening in the intensity of the retro- 
orbital pain, a diminution of the otorrhea, and 
a marked improvement in all symptoms pertain- 
ing to the neighborhood structures that: may be 
involved by a petrosal lesion. Where successive 
x-ray plates show an increase in _halisteresis, 
septal destruction and coalescence and continua- 
tion or aggravation of clinical symptoms a pro- 
gression of the lesion is to be expected and ade- 
quate therapy instituted before the suppurative 
focus ruptures extrapetrosally. 

On the other hand Moorehead and Baker’ 
consider roentgen evidence of value only to con- 
firm the clinical diagnosis. To them it is the 
least valuable and least reliable of all signs in 
determining what process is taking place in the 
pyramid and what is necessary to do for it. Many 
times films taken in connection with acute mas- 
toiditis show cloudiness of the pyramid without 
any signs or symptoms accompanying the con- 
dition. In cases in which symptoms of petrous 
involvement have developed, the roentgenogram 
may show only generalized clouding without 
apparent destruction of the cellular partitions. 
They therefore use x-ray films only: in a con- 
firmatory way, if other symptoms are present, 
and disregard their evidence if it does not coin- 
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cide with the clinical diagnosis. They, however, 
believe that roentgenograms should be taken 
stereoscopically with the patient both in the 
Stenver and Taylor positions. In their cases 
many of the petrous films were inconclusive or 
failed to indicate destructive changes in the 
pyramid in positive operative findings. Of in- 
terest in one case roentgenogram of patient’s 
petrosa taken three years after the petrous opera- 
tion showed no evidence of the previous sup- 
purative process and both sides appear approxi- 
mately alike on the films despite the extensive 
necrosis which had taken place. 

Williams* in his analysis of 30 cases of petro- 
sitis from the Mayo Clinic gives little mention 
te the value of roentgen pictures, indicating 
main reliance placed on clinical evidence. 

Myerson® concludes that roentgen study in the 
two positions outlined above, along with com- 
bined symptoms, as the most important single 
guide. Such study frequently furnishes an 
understanding of the cellular structure of the 
petrous pyramid which is essential to an under- 
standing of the disease, and also may indicate 
cellular channels leading from the middle-ear 
and mastoid cavity toward the apex tip. The 
greatest number of fistulae are found anterior 
and posterior to the superior canal, while the 
next in number are those located in relation to 
the orifice of the eustachian tube. Fowler’® at- 
tributes the limitations of roengen examination 
of the petrous pyramid chiefly due to the ex- 
ceeding difficulty of interpreting the films. 
Kopetzky™ stated that roentgenograms are the 
only means by which we can determine the ad- 
vancement of decalcification. Secondary and 
subsequent x-rays determine its progress and add 
diagnostic data. 

And so as one reviews the papers of the vari- 
ous otologists who have had rather wide experi- 
ence with cases of petrositis, one finds conflict- 
ing and confusing views in their interpretation 
of roentgenograms to degree of pathological pro- 
cesses and in diagnosis. In the final analysis 
proper interpretation of films of the petrosal 
pyramid in conjunction with clinical symptoms 
depends on the knowledge and experience of both 
the otologist and roentgenologist as a coopera- 
tive team. Frank cases of petrositis requiring 
surgery are not commonly encountered by the 
general otolaryngologist but he should be ade- 
quately informed of the possibilities and pitfalls 
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of roentgen study of the petrosa as an adjunct 
to the diagnosis of a petrosal lesion. To obtain 
adequate experience in the interpretation of 
films of the petrosa by both the otologist and 
radiologist, a base plate should be taken rou- 
tinely in all mastoid cases as a key film, and 
later when more detailed information is wanted 
then both the Taylor and Stenver positions 
should be taken and repeated at intervals for 
study of comparative changes as clinical symp- 
toms warrant. At present few hospitals and 
institutions have established such a routine pro- 
cedure. In personal interviews with colleagues 
associated with large hospitals and institutions 
in Chicago, it appears that the experience with 
roentgenograms of the petrous pyramid and 
with frank operative petrous cases is very lim- 
ited with most of them. It may be possible that 
with the promiscuous use of sulphanilamide and 
neoprontosil in otitic sepsis both by the general 
physician and otolaryngologist the number of 
mastoid operations has been greatly reduced and 
thereby greatly diminished the development of 
petrous cases. 
SUMMARY 

1. The petrous pyramid is difficult to study 
by x-ray because of its depth within the skull 
and because of variations in its own anatomy. 

2. The petrosa shows essentially the same 
roentgen findings in acute otitis media as in 
acute coalescent mastoiditis. 

3. While obliteration of pneumatic cells in 
the mastoid indicates pathological manifestations 
such does not apply in the case of the petrous 
pyramid. 

1. For more detailed information exposures of 
the petrosa should be made in both the Taylor 
and Stenvers positions. 

5. X-ray evidence of lesions in the petrosa 
does not necessarily mean operative petrositis. 

6. Roentgenogram of the petrous pyramid is 
of value only if properly interpreted in correla- 
tion with existing clinical symptoms; and a defi- 
nite radiographic diagnosis of petrositis should 
never be made from one film or in the absence 
of clinical symptoms. 

?. To obtain adequate experience in the in- 
terpretation of films of the petrosa by both the 
otologist and roentgenologist, a base plate should 
be taken routinely in all mastoid cases as a key 
film and later when more detailed information is 
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desired then both the ‘Taylor and Stenver posi- 
tions should be taken and repeated at intervals 
for comparative changes should clinical evidence 
warrant. 

8. At present interpretation of roentgeno- 
grams of the petrosal pyramid in otitic sepsis 
is still somewhat confusing to many otologists 
and roentgenologists, but the experience that will 
be gained with routine key films together with 
future improved technic thereby will in time 
make the x-ray film of the petrosa a more con- 
clusive adjunct to the diagnosis of a_petrosal 


lesion. 
BIBLIOGRAPHY 
1, Lillie, H. I.: Arch. Otol. 29: 345, 1939. 
2. Taylor, H. K.: Arch. Otol. 18: 47, 1933. 
3. Mellinger, W. J.: Arch. Otol. 29: 498, 1939. 
4. Taylor, H. K.: Arch. Otol. 22: 407, 1935. 
5. Coates, G. etc.: Arch. Otol. 20: 615, 1934. 
6. Almour, R.: N. Y. State J. Med. 37: 1495, 1937. 
7. Moorehead, R. L., Baker, J. P.: Arch. Otol. 28: 499, 
938. 
8. Williams, H. L.: Proc. Mayo Clinic Staff 11: 493, 1936. 
9. Myerson, C. M.: Arch. Otol. 22: 62, 1935. 
10. Fowler, E. P.: Ann. Otol., Rhin. and Laryng. 44: 
1056, 1935. 
11. Kopetzky, S. J.: Ann. Otol., Rhin. and Laryng. 44: 
1140, 1935. 


55 KE. Washington St. 


DISCUSSION 


Dr. George T. Jordan, Chicago: I feel that we all 
agree that this paper of Dr. Glatt’s has set forth in 
a clear and concise manner the involved anatomy, the 
etiology and symptomatology and diagnosis of this form 
of ear trouble with which all otologists so frequently 
meet. 

In the treatment, however, are clear cut cases with 
the classical symptoms which require a simple mas- 
toidectomy and there are equally clear cut cases 
which do not require this operation. Then there are 
the puzzling cases over which we worry; should we, 
or should we not operate?—the patient with the pro- 
fusely discharging ear, with all the post auricular 
tenderness, pain in the side of the head, a pronounced 
white count, a low grade temperature and perhaps a 
sagging of the posterior superior wall. We watch this 
patient from morning till night, and from night to 
morning, and with palliative treatment he makes a 
complete recovery. Or perhaps he does not make the 
recovery and in a week the operation is performed, or 
all symptoms subside, the patient is normal except a 
discharging ear and six weeks later a mastoidectomy 
is deemed necessary to prevent the chronic running 
ear. 

Dr. Glatt’s discussion on the treatment has clarified 
some of these points and aids in arriving at a decision 
as to just when the operation is indicated. 

Dr. George J. Musgrave, Chicago: Dr. Glatt’s many 
years of devoted teaching at Loyola University and 
in his clinic at the Illinois Eye and Ear Infirmary 
necessarily gives great authority to his pronounce- 
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ments. There is no question but that his paper is com- 
prehensive. 

Dr. Glatt spoke at some length of the indications 
for incising the membrana tympani during the course 
of an otitis media. Though I know that in this room 
there are two of the world’s greatest otologists, I ven- 
ture to offer a suggestion based on my own experience. 
For many years I have had a certain conception of 
what is going on in the middle-ear or in any nasal 
accessory space before a suppurative process can ensue. 
The first three or four days of an otalgia indicates 
definitely a vacuum only, not an infection of the pain- 
ful area, and certainly there is no pus formation at 
this stage. Therefore, our entire attention should be 
concentrated on overcoming the nasopharyngeal con- 
gestion and removing, if necessary, the mucopurulent 
secretion blocking the throat end of the eustachian 
tube. This should be done regardless of the exact 
pathology active in the upper respiratory tract. If 
these procedures prove unsuccessful, then I resort to 
tubal inflation by the Dench method. Even after pus 
formation, a satisfactory result is often obtained by 
establishing drainage through this natural pathway. 
Many times this plan of treatment obviates the neces- 
sity for incision and later major surgery. 

The foregoing is offered merely as a suggestion in 
the treatment, not as a criticism of indicated incision 
of the drum membrane. 

Dr. Gerhard Danelius, Chicago: I wish to limit 
the scope of my discussion strictly to one problem. 

In publications on petrositis, the great majority of 
roentgenologic illustrations are pictures of adults, while 
all of us know that the disease affects most frequently 
young children. The truth is that the taking of satis- 
factory films of the petrous bone in children is diffi- 
cult and time consuming. You will greatly help your 
roentgenologist in prescribing for the x-ray examina- 
tion-a strong sedative (a sufficient dose of sodium 
amytal—better avertine). The possible damage of a 
sedative to the infant will be less than the damage of 
an exhausting fight of twenty to thirty minutes’ dura- 
tion of your little patient with the personnel in the 
X-ray room. 

What roentgenologic technic should be used for a 
key plate of the os petrosum? It is my opinion that 
the ideal projection is still the original Stenvers view. 
This gives the anatomic landmarks undistorted, in the 
clearest and most logical fashion and gives a survey 
over some of the possible routes of propagation of the 
infection. 

The Stenvers technic has two disadvantages: (1) 
We need separate pictures for each side. (2) While 
the examination can be well made on a cooperative 
adult, on very young and excited children it is very 
difficult to get a set of two well comparable views. 

The base-view has been given preference in many 
institutions since the epochal publications of Taylor. 
As much as we are indebted to Taylor for his great 
contribution in making us “petrositis-conscious,” I feel 
that an honest discussion as to whether the Taylor 
view is actually an ideal projection for a key plate is 
now justified. This question has been raised in recent 
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publications and discussions. The posture with the 
maximum posterior bending of the skull is most in- 
convenient for the patient, and on individuals with a 
short neck the results are unsatisfactory. The Taylor 
view has the advantage that both petrosae are shown 
undistorted and on one exposure. The anatomic land- 
marks, however, are not as clear and well defined as 
on the Stenvers view, important structures are super- 
imposed upon each other and the important upper 
pyramidal ridge is not visualized at all. The varying 
extent of the pharyngeal air space may occasionally 
overlap and simulate a decalcification of one petrous 
apex. 

I wish to present two other views which I consider 
very useful for key-plates and which have to a certain 
degree been neglected. One is known as the “ex- 
aggerated base view.” The roentgenologic technic is 
simple, both pyramids are visualized in one film, moder- 
ately distorted, but giving a clear visualization of the 
upper petrous ‘border down to the tip. While anatomic 
relations and structural details are not as well pre- 
sented as on the Stenvers view, I feel that it still has 
value where the Taylor view was not satisfactory. 

The other technic I wish to recommend as particu- 
larly useful in children is based on the old principle 
of projecting the petrous pyramids into the orbital 
spaces, and was first used by Schueller. This view, 
I feel, should not have been discarded in favor of the 
Taylor view. Its technic is very simple and agreeable 
to the patient who is placed comfortably on his back; 
we obtain routinely good films even on very young 
and very unruly children. The anteroposterior direc- 
tion is used because the natural posture with the face 
up makes children unapprehensive and easy to manage. 
Moreover, according to the laws of rotentgenologic 
projection this will enlarge the orbits in relation to 
the pyramids which is further aided in shortening the 
target-film distance to 25 to 28 inches. 

The view demonstrates both petrosae on one film, 
with the clear outlining of the upper pyramidal ridges, 
perilabyrintheal cells, inner auricular canals and semi- 
circular ducts. The only disadvantages are the mod- 
erate degree of fore-shortening and the fact that the 
innermost portion of the tip is occasionally not visual- 
ized without superimposition. The picture, however, 
is unobstructed to a point medial from the internal 
auricular canal. Upon views taken for comparison in 
the Taylor and in the just mentioned anteroposterior 
intraorbital projection, the latter gave distinctly better 
details and clearer anatomic landmarks. 

Summarizing, I would like to state that in institu- 
tions where for thorough and conscientious study of 
the petrositis problem key-plates are routinely taken, 
the projections developed from Stenvers technic (Sten- 
vers, Arcelin, Loew-Beer, and others) should be made 
whenever possible. These films will give information 
superior to all other projections particularly when 
stereoscopic technic is used. 

In young children nad patients who are unable to 
cooperate, a view projecting the petrous pyramids into 
the orbital cavities will give more information as to 
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anatomic landmarks and bone details than the Taylor 
view of the base which is commonly used. 

When true petrositis has developed, all different pro- 
jections should be used, combined, will give the best 
possible information. 

Dr. H. L. Ford, Champaign, Illinois: It seems to me 
that both these papers are excellent presentations. Dr. 
Glatt’s paper dealt at length with histologic pathologic 
changes in the mastoid structure, and I think he 
brought out further the probable changes occurring in 
the schlerotic type of mastoid with its increased blood 
supply of the epitympanum and the large celled pneu- 
matic type with its poorer blood supply. 

His case report is very interesting, as an example of 
the much dreaded “mucosus otitis.” The patient ex- 
periences a sticky pain in the ear, a scanty discharge 
follows myringotomy or spontaneous perforation, but 
the hearing stays markedly depressed. The patient may 
go for several months conscious only of an “organ 
feeling” and poor hearing. Such a history, and espe- 
cially cultures early, should lead us to study all such 
cases with the x-ray, as with the pictures we can spot 
destruction early and avoid the fatal complications 
which pneumococcus type three is prone to produce. 
They are asymptomatic—much like the diabetic cases. 

One other point relative to catheter inflation: 
Kopetsky differentiates between facultative and obli- 
gatory aerobes—streptococcus pyogenes being an ex- 
ample of the latter. It may therefore be true, that 
in some cases, ventilation serves a definite purpose. 

Dr. Morwitz’s paper on roentgenographic aspects of 
petrositis, I thought was very good. I am wondering 
why, however, he did not mention the frontal view— 
the projection of the petrosa into the orbits. It is 
much easier to take. There is less superimposition of 
structures, and it reveals the superior petrosal margin 
more clearly and this is where probably the greater 
number of perforations take place. I have followed 
the technique of McMillan, of the Massachusetts Ear 
Infirmary—postero-anterior with nose and forehead 
down—plate horizontal and another anteroposterior, a 
reverse frontal position with chin in and plate elevated 
23 degrees. This latter position is used especially for 
children, but throws the petrosa higher. 

The otologist owes it to the patient and to himself 
to familiarize himself with the x-ray findings. Limita- 
tions of petrosal films should be realized, and venous 
spaces should not be confused with pneumatic spaces. 
It is important, as Dr. Morwitz has mentioned, to 
take an initial “key” picture and then subsequent and 
repeated pictures and views, using the same technical 
factors. I feel you cannot get too many pictures if 
you are in doubt in a particular case. 

Dr. Joseph C. Beck, Chicago: I have talked so 
much in my day that I thought I would escape this 
time, but now that they have honored me by calling 
upon me, I am glad to pay compliments to the authors 
and discussers who have covered this subject so well. 
I listened to see if I could pick up some points to dis- 
cuss, but they covered the subject so well that there 
is really very little to say. I would like to emphasize 
the functional tests. That is what the ear is for, 
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namely, hearing, although some people seem to feel 
that they are to be pinned back. They are also for 
hearing and not for mastoid operations which have 
come into vogue since operators have become so effi- 
cient. Many are operated upon when the indications 
are not 100 per cent. However, the hearing is the 
important thing. Dr. Glatt emphasized the importance 
of tests in the adult. That is one thing but in chil- 
dren it is more difficult. Dr. Morwitz did not dwell 
upon some of the roentgenologic demonstrations. We, 
at the Mount Sinai Hospital, feel that we are very 
fortunate in having coworkers who will sit down with 
us and compare the changes that are going on in 
these mastoids and petrosae, and that is an important 
factor which many men in smaller cities do not have 
an opportunity of doing. It is really wonderful what 
an x-ray man can read into the picture by his ex- 
perience and opportunity to study the plates. 

Nothing was mentioned about drugs, that is, that 
drugs are or may be a masker of symptoms. In this 
past season of mastoid flurries I have seen cases in 
my own practice and in consultation where that has 
taken place. The doctor congratulates himself upon 
the fact that the child is fine and an operation has 
been avoided, but when you test the hearing you will 
find it is bad—the drum looked alright, but suddenly 
the patient developed meningitis. The value of this 
wonderful drug sulfanilamide has, as yet, not been 
definitely proven. How good or how bad it is we do 
not know, but I have seen these results and I want 
to state them as facts. 

The gentlemen who opened the discussions are all 
of the right age in otology, and they brought out some 
excellent points—one truth in particular, that there is 
an individual to be considered in each case. We cannot 
make any uniformity of rule, but we can go away 
from this place very much benefited by this discussion, 
and I am pleased to have been here. 

Dr. M. A. Glatt, Chicago (closing) : I wish to thank 
all the discussers. I thought, at first, that this was 
rather an elementary subject and presented it with 
some hesitancy, but I now realize that some of the old 
timers feel that there are still many points needing 
clarification and discussion. I want to emphasize that 
all my patients, whether in private practice or those 
on my service at the Illinois Eye and Ear Infirmary, 
are always studied from an angle of any possible 
existing or of a latent form complication and more so 
when a simple or a radical mastoid operation is con- 
templated. While the patient, whose history I have 
cited, was in the clinic for possibly 15 minutes, suff- 
cient studies were carried out by my associates to 
make a tentative diagnosis of a serious lesion but, 
regrettingly, they were not alert enough to immediately 
hospitalize him. 

Some of you may still recollect the old time treat- 
ment of an ice-bag to an infected ear. A number of 
those patients developed surgical mastoiditis and the 
otolaryngologist was blamed for faulty treatment. 
Nevertheless, there are some who still adhere to this 
practice. With reference to Dr. Musgrave’s remarks, 
I wish to state that most of these patients, whether 
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children or adults, are under the care of either the 
general practitioner or pediatrician and receive the 
usual care of the nasopharynx and it is to them that 
this discussion is directed. It is true that a number 
with otitis media recover without incising of the ear 
drum and, I am sure, there are many instances where 
inflation has been beneficial. On the other hand, there 
are numerous instances where a surgical mastoiditis 
developed after inflation. Here again an explanation 
must be given to the patient that the treatment was 
not the factor in producing it. It is therefore, im- 
our difficulty—proper interpretation of films as to 
whether it is a surgical petrositis or a medical petro- 
portant to be cautious with this method of treatment. 
There are many other claims by advocates for certain 
methods of treatments, but when all facts are analysed 
it is evident that there are many variabilities, to some 
of which I have called attention in this paper that 
have a bearing on the final result. I may again re- 
peat that it is important to bear in mind that besides 
the disappearance of all symptoms, an ear infection 
cannot be considered cured and out of danger when 
the function has not returned to its former level. 

Dr. S. M. Morwitz, Chicago (closing): The main 
objective of my paper was to emphasize the importance 
of cooperation between the otologist and the roentgenol- 
ogist. Although actual surgical petrosities cases are not 
common, we are often confronted with the question of 
whether it is in the mastoid or labyrinth or petrous 
process, and I think that only by proper cooperation 
can we get more experience in interpreting films of 
these regions. Rotentgenographically, I think that is 
sits. 
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Since health programs flourish only as the 
result of coordinated effort, we appreciate the 
opportunity to discuss this subject before this 
group. Many of you have given evidence of a 
sincere desire to bring about a better understand- 
ing and better cooperation between the Health 
Department and organized medicine and the 
educational authorities. 

A few years ago we talked about the interest 
we had in the health and life of our children— 
today the word interest has changed to obliga- 
tion—so the obligation we have to promote the 


Read before Joint Session of Sections on Pediatrics, Ob- 
stetrics and Gynecology of Illinois State Medical Society, May 
2, 1939, Rockford. 


\ 


ELIZABETH B. BALL 265 


health and welfare of children is discussed, The 
obligation has been impelled by many considera- 
tions. 

1. Excessive maternal and neonatal mortality. 

2. Records of the high percentage of remedial 
physical defects existing among children of all 
ages. 

3. High mortality and morbidity rate from 
communicable diseases, many of them prevent- 
able. 

4, Low vaccinal and immunizational status 
in diphtheria, smallpox, scarlet fever, whooping 
cough, typhoid fever, ete. 

5. Retardation and absenteeism in the schools 
resulting from illness much of it unnecessary. 

6. Failure of the health habit era to make 
the child desire health. 

7. Bodily inefficiency as a result of poor 
nutrition—faulty food habits, overactivity, in- 
sufficient amount of rest. 

8. Slow decrease in defects of the mouth and 
teeth. 

9. Tuberculosis statistics, especially here in 
Illinois where there are no State sanatoria and 
the policy has been to localize almost entirely 
the burden of official anti-tuberculosis work. 
Since 1932 the annual mortality rate from tuber- 
culosis has declined 23.5% in Massachusetts ; 
15.4% in Pennsylvania; 11.4% in New York; 
and 8.3% in Illinois. 

These and many other conditions that might 
be mentioned caused an intelligent society to 
reenforce childhood life and set it in new cur- 
rents. We are a people who glory in a standard 
of culture equal to the strain of a diversity of 
opinion on many subjects but here is a subject 
in which we are a unit. 

The obligation is further impelled by the cus- 
todial situation in our state. On April 1 this year 
there was the following child and juvenile popu- 
lation in the custodial institutions of Illinois. 


1939 1920 
Lincoln State School and Colony............ 4,051 2,024 
Dixon State -Hoapited << 6s iecciusss Hivedes 3,672 299 
Tilinois: Schoo}: foe the Bits. <0.<.0¢ 6ccesssices 237 215 
Hitinoie School for: the Dea€s.csiicccecsveeces 529 359 
Illinois Eye and Ear Infirmary.............. 94 115 
Illinois Soldiers’ and Sailors Children’s School. 616 333 
St. Charles’ School. for Boye .iccccscccetveces 623 851 
State Training Schools for Girls.............. 316 44¢ 


At Lincoln, Dixon and the Eye and Ear In- 
firmary there are both children and adults. There 
are some students at both the schools for the 
deaf and the blind beyond the age of twenty-one 
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years, But what does this population represent ? 
It is first of all an effort to discharge the obli- 
gation of the state to provide living conditions 
for children who cannot be cared for adequately 
in any home because of the peculiar nature of 
their maladies. It represents also the effort of 
the state to salvage as many as possible to some 
degree of help and of responsible citizenship. 
Furthermore, it is a series of laboratories, so- 
ciological and medical, in which may be worked 
out at no risk or cost to these children and only 
for their benefit some of the problems of care 
and improvement of such cases, and lastly, the 
most responsible and efficient custodians of these 
institutions will heartily agree that they repre- 
sent in part the failure of society to prevent much 
of the dependency and delinquency found here, 
which in turn frequently bears a relation to poor 
physical conditions. 

Go over the etiology of the maladies of many 
of these children and you have a mixed socio- 
logic, psychopathic and histologic pathology. But 
all too frequently comes out of it the horrid re- 
sults of the loathsome venereal diseases, of mal- 
nutrition, of trachoma, of birth palsy, of psycho- 
pathic heredity, of tuberculosis, and undiscov 
ered or uncorrected physical defects. This brief 
mention includes predominantly causes which are 
preventable. ‘ 

In order to assist in solving the problems as 
well as to extend and improve the maternal and 
child health services in Illinois, the State De- 
partment of Public Health during the past 20 
years, especially through the personnel of its Di- 
vision of Child Hygiene and Public Health 


Nursing (physicians, nurses, nutritionists), has 
carried out an official child health program, an 
outline of which is here presented. 


Away back when 

1. We had the Better 
which though somewhat crude and very general 
in scope, nevertheless provided a nucleus for some 
self-defense 


Babies Conference 


phases of the present set-up. In 
fond parents consulted the family physician 
about little Katy’s anthropologic irregularities. 
2. The Crippled Children’s Clinic where we 
saw not only deformities of the body but defects 
of vision, hearing, etc., as well as problems in 
nutrition and mental hygiene. 
District Supervising Nurses 
About this time the state was divided into dis- 
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tricts with a qualified public health nurse super- 
vising a number of counties. The function of 
each district supervising nurse is to know the 
health needs of each community within her dis- 
trict; to confer with the local physicians, den- 
tists, school authorities and other leaders rela- 
tive to these needs, and plan suitable programs 
with them. They are active in promoting and 
assisting in immunization programs with em- 
phasis on the importance of protecting the in- 
fant and preschool child. Through the schools 
the nurses promote new nursing service, assist 
doctors with medical examination of children and 
summer round-up programs, They plan for the 
general promotion and extension of the Matern- 
ity and Child Hygiene Nursing Service. This 
planning and work on the part of the supervis- 
ing nurses creates a demand for the services of 
other members of the staff. 

3. Infant Mortality Surveys 

One which I made in 1925 in nine counties 
of the state mostly in Southern Illinois with a 
mortality rate of over 100 for infants under 
one year of age. The two outstanding causes of 
death as elicited from death certificates and in- 
terviews with physicians were found to be syphi- 
lis and prematurity. 

1, Breast Feeding Demonstrations 

In this connection we quote from a report 
by one of the local physicians: “A Breast Feeding 
Demonstration may be made a valuable public 
health work from the educational standpoint and 
is instructive both to the medical profession and 
the community at large.” 

5. Organization of Mothers’ Study Clubs 
covering prenatal and infant care. 

6. Talks on preventive medicine and dem- 
onstrations to civie organizations and educa- 
tional groups. 

7. Stimulation of interest in hygiene of the 
preschool child. 

8. Educational campaigns on diphtheria and 
typhoid immunization and smallpox vaccination. 

9. Child Health Day and Health Promotion 
Week. 

10. Control of milk and water supply. 

11. Maternity and social hygiene institutes 
for nurses throughout the state. 

12. Schools of health instruction for mem- 
bers of the Federated Women’s Clubs in order 
to interest them in personal, family, and com- 
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munity health and assist in formation of suit- 
able local programs. 

13. Medical School Inspection 

The Division personnel assisted local physi- 
cians with the physical examination of thousands 
of children of all ages. Parents were present 
to witness the examination and discuss the find- 
ings with the doctor. 

14. School Health Appraisals 

Many schools requested a personal study of 


their school plant; the medical and dental serv- 
ice program, immunization and nursing service. 


Literature 

Health Messenger—official organ of the De- 
partment. Most of the pamphlets, booklets, pre- 
natal letters, etc., were and are made up of 
manuscripts written or approved by obstetricians 
and pediatricians in the state. 

Films, slides, posters and the radio all played 
a part in this stupendous effort to make the pub- 
lic health movement felt and heard throughout 
Illinois. 

But Time Marches On 

In February, 1936, funds for Maternal and 
Child Health Services became available under 
the Social Security Act. 

The responsibility for developing and submit- 
ting a plan of activities devolved upon the State 
Department of Health where it rightfully be- 
longed since the needs of the people in various 
sections of the state differ in many respects be- 
cause of special geographic, racial, agricultural, 
industrial or educational conditions. The state 
has this data and should know about what type of 
program can be carried out successfully in the 
various localities and communities. 

Most of this work has been planned for rural 
areas because of the need and also because of 
the fact that the Federal Act makes it clear that 
the grants are intended to extend and improve 
conditions primarily for mothers and children 
living in rural areas or areas of economic dis- 
tress, 

During the past three years the bond of re- 
lationship between the Department and the prac- 
tice of obstetrics and pediatrics has been rather 
definitely outlined through the appointment of 
state advisory committees in maternal and child 
hygiene, and also through the recommendations 
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of the Academy of Pediatrics. Every county in 
the state has a maternity hygiene committee 
consisting of local physicians. 

The two obstetricians on the Staff of the Di- 
vision of Child Hygiene have met with the 
County Medical Societies in the state and have 
addressed many lay groups. Twenty-three talks 
have been given so far this year by one of these 
obstetricians. 

Postgraduate courses in obstetrics and pedi- 
atrics have been given at the University of IIli- 
nois for physicians in the state in 1937 and 1938 
with an attendance of over 300. These courses 
are to be repeated this summer. The material 
presented covers the common problems encoun- 
tered by the general practitioner. 

During 1937, 1938, and up to the present 
month, 1939, obstetricians and pediatricians in 
the state have given 256 talks, 134 in obstetrics 
and 122 in pediatrics, to medical groups. 

Public health nurses were urged to start staff 
educational programs to improve the quality of 
nursing service rendered to maternity and in- 
fant cases. Many organizations have developed 
better health teaching methods and are using 
community resources to better advantage. 


Further Actwities 

Joint nursing service in operation in 21 coun- 
ties. Fifty per cent. of nurse’s salary and travel 
expense is met by the state and fifty per cent. 
by the county. A generalized program is carried 
on with special emphasis on maternity and in- 
fancy work. 
Assistance to Cities 

Nurses are assigned to Visiting Nurse Asso- 
ciations in some five or six of the cities for the 
extension and improvement in their maternal 
and child health service. 


Maternity Institutes 

In 1938, an able instructor from the Mater- 
nity Center Association, New York, conducted 
eight maternity institutes in Illinois for nurses 
with an attendance of 437. This large registra- 
tion is most gratifying since it was voluntary 
and certainly demonstrates an earnest desire on 
the part of this group to secure a review of basic 
theory, skills and techniques. 


Field Visits 
One hundred and ninety field visits were made 
with nurses doing maternity and infancy nursing. 
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Nursing services were given to Well Baby Con- 


Where such a conference was being 
Sur- 


ferences. 
planned, help was given in organization. 
vey suggestions were made, also how to make 
health examinations available for children, and 
the type of service to be rendered. Procedures 


for conducting the conferences were approved 
by the Medical Advisory Committee. 


Delivery Service 

A delivery service using private duty nurses 
was developed in four counties—Fulton, Greene, 
Hancock, Massac—under the auspices of the 
County Medical Society cooperating with the 
Division of Child Hygiene. The purpose is to 
give trained assistance in home deliveries to the 
doctor where social or medical findings indicate 
that nursing assistance is needed and cannot 
otherwise be secured, Maternity Demonstration 
in five counties—Hancock, 


These 


service developed 


Greene, Ford, Fulton, and Vermilion. 


counties were chosen because of interest on the 


part of the county medical group, above average 
maternal and infant death rate, and also because 


they were typical needy rural areas with many 
home deliveries and inadequate hospital facili- 


ties. The Medical Advisory Committee assisted 


the nurse in planning her program. 
Cases actively registered for maternity and 


child health supervision : 

Home Visits 
Made 
1137 
718 
1894 
660 


Cases 
Registered 


Hancock County 
Greene County 


Ford County 


Fulton County 


Total in 4 counties 4409 


Programs have been developed especially 
throughout the southern part of the state for 
improving the care of premature babies. Several 
improvised incubators are in operation, Al) hos- 
pitals discharging premature infants are being 
asked to see that these babies have nursing su- 
pervision at home. Further, hospitals that lack 
facilities for the care of the premature infant 
have been encouraged to improvise and add suit- 
able equipment when the same seems feasible. 

Before leaving the subject of maternity hy- 


giene, I should like to call your attention to 


Mortality Trends. 
The last thirty years witnessed remarkable 


progress in making childbirth safer in Illinois. 
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The risk of puerperal septicemia, or childbed 
fever, for example, is now but a fraction of what 
it was three decades ago. From a rate of 8,9 
in 1918 to 3.3 in 1938, or about one-third fewer 
mothers dying during the year just past, shows 
marked improvement. 

Infant mortality decline is most significant 
when we consider that the rate in 1918 was 102.4 
and in 1938 was 41. Further, the rate in 1934 
was 52.2, so in four years we have saved the 
lives of nearly 1,000 infants. 

The improvement in the infant and maternal 
death rate is undoubtedly due in no small meas- 
ure to the expansion and intensification of public 
health services. There can be no doubt that 
programs in maternity and child hygiene have 
been responsible for the improvement where 
progress has been observed. 

In this same period the birth rate dropped 
from 20.1 to 14.6 in 1937 and went up to 15.4 
in 1938 which is the highest rate since 1931. 
(See graphs and charts in Illinois Pane 
of Public Health Exhibit). 


Immunization Program 

Also in Southern Illinois nurses assisted |o- 
cal doctors with about 8,000 typhoid immuniza- 
tions, 3,000 vaccinations for smallpox, 4,000 
diphtheria immunizations, more than 1,000 tu- 
berculin tests and about 1800 Schick Tests. 

Social Hygiene and Parent Education Pro- 
gram is now well established as an integral part 
of the services of the Division of Child Hygiene 


and Public Health Nursing. The program for 
the year was planned with four objectives in 
mind: 

1. Continuing services to significant special 
groups and communities already reached in an 
earlier program. 

2. Initial programs in new communities with 
particular emphasis on small rural groups in the 
area affected by the flood of 1937. 

3, Continued development of adult education 
through service to parents, teachers and civic 
groups to the end that local communities be en- 
couraged to promote a continuing community 
social hygiene program. 

4, Stimulation of public opinion in this field 
through individual and group study made pos- 
sible by the availability of more adequate library 


service. 
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Syphilis Control Program 


In connection with the work in social hygiene, 
may I refer to the syphilis control program for a 
small city which is in effect at the present time 
in the Champaign-Urbana Health District. 
Briefly outlined, the plan approved by the State 
Department of Public Health and the local phy- 
sicians makes it possible: 

1. For all cases of infectious syphilis to be 
treated in the private office of physicians selected 
by the patient. 

2. The physicians are paid for all treat- 
ments, either the regular fee by the patient, or 
they receive from local funds payment at the 
rate agreed upon. 

3. A complete follow-up system is established 
for all cases. 

4, A defined minimum standard of treatment 
is established for all cases which it would seem 
should effectively control infectious syphilis, as 
well as prevent the development of late syphilitic 
manifestation in the great majority of cases. 

5. A committee of representative physicians 
is established as the offcial control unit of the 
Board of Health in this district, 


Nutrition 
During 1937 one nutritionist was assigned to 
Southern Illinois, Her program included in- 


dividual family consultations as requested bp the 
doctors and the nurses, lectures to lay groups, 
talks in schools and work coordinated with Home 
and Farm Bureaus. 

For the most part, the plan of work for the 
other nutritionist consisted of consultant service 
to staff nurses, schools, school cafeteria and 
lunch-room managers. 

Talks on nutrition were given to groups of 
mothers, teachers, nurses and school pupils. 

The work of the nutritionists makes us real- 
ize that the nutritional defects of children are 
due not so much in our state to a lack of food 
but to an unbalanced diet. “What to eat” is 
more than a cook’s question as she considers the 
palates and appetites of her family. “What to 
eat” is a question to be answered for millions 
of children who without its answer must suffer 
some form of deprivation disease not measurable 
merely in terms pathological and physiological 
but in terms of efficiency and happiness. And 


this is a problem which can be met with an ade- 
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quate expenditure in education in schools, in 


homes, in doctors’ offices and health centers. 


Conclusion 

Throughout the years the Division of Child 
Hygiene and Public Health Nursing has had the 
finest cooperation from organized medicine, from 
County Medical Societies and from doctors 
everywhere throughout the state. 

The important policies and programs have been 
worked out with the Educational Committee of 
the Nlinois State Medical Society. 

For years the medical staff of the Division 
have given very few inoculations for diphtheria 
or smallpox, preferring to leave this work for 
local physicians. 

In the new Federal program the Department 
has met with the cooperation of the Academy of 
Pediatrics, the County Medical Societies and the 
obstetricians. 

Unfortunately, there are those who think of 
the physicians in the Department as purveyors 


of State Medicine. This is most unjust as there 
is not a group of people anywhere who are in a 


position to so fully appreciate what the family 
physician is doing and can do for the people in 


his community. 

Let us continue to work together. We have 
help for you and you have help for us. What 
concerns us concerns you and what concerns you 
concerns us. Let us know your needs according 
to our special services and help us to fulfill our 
functions so that there may live in the soul of 
the state the words of Mrs. Browning: 

“Do you hear the children weeping, O my 
brothers, 

Kre the sorrow comes with years.” 
For we know 


“That the child’s sob in the silence curses deeper 
Than the strong man in his wrath.” 


DISCUSSION 

Dr. Charles Newberger, Chicago: The facts brought 
out in Dr. Ball’s paper, so far as puerperal sepsis is 
concerned, leads me to bring this to your attention: 
Statistics show that in 1928 the maternal death rate 
in Chicago was 56 in 10,000; last year there were 27 
in 10,000. Undoubtedly it is the result of such work 
as done by the Department of Child Hygiene and the 
Maternal Welfare Committees and the harder work of 
obstetrical staffs in the hospitals that has brought this 
about. 


Dr. G. F. Munns, Winnetka: I think we should be 
grateful to Dr. Ball for this very good description of 


the activities of this department. I have had occasion 
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to work with them this year and know how cooperative 
and fine they are in every way in helping us put across 
our project, and we appreciate it a great deal. I think 
that the work in the State Department will keep on 
increasing during the next years. As their function 
seems to be chiefly educational it is something we can 
back to our fullest energy. 

I wish to thank Dr. Ball again for letting us see 
if a very comprehensive way all the activities that take 
place in the state for the care of children and mothers. 

Dr. Gerald Cline, Bloomington: Downstate we all 
agree that our close cooperation with the Health De- 
partment has been a great help to us. Personally it has 
geen a great privilege to have such people back of us. 

Dr. Clifford Grulee, Evanston: I have worked on 
this problem for many years and the thing that has 
struck me has been the absolute cooperation between 
the Health Department, the State Medical Society and 
the special groups, 1 must confess that in the carly 
years I was very surprised at this because I had heard 
so much about friction, So far as I can see there 
has been very little friction. I think, though, that 
many of us who have been at this work a long time 


realize better than others who take it up now that it 
was a long pull. It is not a question of getting some- 
thing done so much as a question of getting people to 
know that it should be done and how it should be done. 
In other words, if we were a totalitarian state it would 
be possible to choke down all the thoughts and ideas we 
have had which under our ways of life I think would 
be a grave mistake. I think we should go ahead as we 
have, and that is in the gradual accumulation of our 
own knowledge and carrying this over to the people 
in the state. There is no question in my mind that 
the ultimate solution of public health is the private 
physician; [ do not see how it can be otherwise, and 
I very much hope that the private physician will take 
this into his own hands as he has the possibility of 
doing and not allow the government to do it. That is 
how all the public health people that I have talked to 
feel, from those in Washington on down, and I have 
talked to most of them. We feel that the thing lies in 
the hands of the practicing physician and it is up to 
him to take the plow and break the furrow. 





PREGNANCY IN DOUBLE UTERUS 


Mavrtice P. Roarrs, M. D. 
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Brercet H, Buocksom, JR., M. D. 
ROCKFORD, ILLINOIS 


The entire question of the etiology of con- 
genital malformations has long been an intrigu- 
ing subject for the biologist, and various causes 
have been ascribed for the occurrence of con- 
genital defects. Why the germ plasm should fail 
to develop in such a manner as to permit failures 
of fusion such as cleft palate, spina bifida, or 
double uterus, has yet to be definitely proven, 
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although two general hypotheses might be found 
tenable: 
1. Inherent defects in the germ plasm. 


2. Unfavorable environment. 
Unquestionably some ova are inadequate at the 
time of fertilization, as is shown by the studies 
of Huber and Kellicott, and anomalies may have 
their origin in the primary division of the ovum. 
The development of a grossly imperfect ovum 
is fortunately terminated by the failure of the 
fetus to develop to maturity, with a resultant 
miscarriage or premature delivery of the still- 
born, malformed fetus. 

Stockard and Hertwig have shown that slight 
variation in the chemical constituents of the 
medium surrounding fish embryos, leads to the 
production of cyclopia in half of the embryos, 
provided the change in environment was brought 
about immediately after fertilization, while if 
this change were delayed for fifteen hours, the 
eyes developed normally. 

The uterus, fallopian tubes and upper portion 
of the vagina develop from the Miillerian ducts. 
The first evidence of the appearance of these 
ducts is seen in embryos ten millimeters in 
length, approximately one month old, and they 
first consist of a thickening of the epithelium 
of the urogenital fold. They first make their 
appearance in the third thoracic segment, and 
migrate and lengthen in their descent toward 
the pelvis. Shortly a lumen appears in each of 
the Miillerian bodies, with a fusion which begins 
at the caudal extremity to form the uterovaginal 
The Miillerian bodies are originally 
apposed by their outer surfaces, resulting in a 
double canal. An absorption of the septum be- 
tween the two cavities then normally occurs. 
From this point on, a rapid differentiation in 
sex is apparent. In the female the fused Mi- 
lerian bodies continue to develop and migrate, 
until the uterovaginal canal assumes its normal 
relationship. A failure of the Miillerian bodies 
to contact each other during the development of 
the fetus, results in almost a complete loss of 
both, usually with a failure to find in the fetus 
even a rudimentary uterine body. If this is re- 
garded as one extreme, the slight dimpling or 
notching which is occasionally seen in the middle 
of the uterine fundus probably represents the 
other. In between these two lie a large number 
of interesting anomalies with which the prac- 
titioner is often called upon to deal. Anomalies 


canal. 
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Fig, 1, Double uterus, demonstrated by injection of 
iodized oil in uterine cavites. (Author’s Case) 


in fusion of the Miillerian bodies are frequently 
associated with improper or incomplete migra- 
tion of the hindgut, resulting in rectovaginal 
fistula, or vulvovaginal anus. It is our wish to 


report such a case. 


CASE REPORT 

Mrs. L. W., aged twenty-one, presented herself for 
examination on April 12, 1938. Her family history 
was noncontributory. Her present history revealed 
that she had been married on December 25, 1937, and 
that her last menstrual period was in January, 1938. 
She complained of shortness of breath and a conscious- 
ness of abnormal cardiac activity, but said she had 
never had dependent edema, orthopnea, or other evi- 
dence of acute cardiac decompensation. She stated 
that she had been born with an imperforate anus, two 
vaginas, and two wombs, and that at eighteen months 
of age some type of operation had been performed 
for relief of the condition. She had been markedly 
constipated all her life, and had taken three cascara 
tablets or their equivalent nightly, often without re- 
sults. She had at times gone as long as two weeks 
without a bowel movement. Her vision had always 
been weak, and her eyes were correctable only to 20/70. 
She was subject to recurrent attacks of tonsillitis. 
Her urinary history was negative and she had never 
had rheumatism, chorea or scarlet fever. 

Physical examination revealed a rather poorly de- 
veloped, undernourished white female. Her pupils 
were equal, regular, and reacted to light and ac- 
commodation; her ocular fundi were normal; ears, 
throat, cervical glands and lungs were negative; the 
left heart border was well within the mammary line, 
and on auscultation a blowing, presystolic murmur 


EUGENE I. FALSTEIN ‘971 


was heard over the pulmonic area and transmitted 
over the entire chest. Examination of the abdomen 
revealed no masses or areas of rigidity. In the per- 
ineum there was a slight dimpling of the cutaneous 
tissue at the normal site of the anus. The external 
genitalia appeared normal. One centimeter inside the 
vaginal orifice there was an opening one and one-half 
centimeters in diameter, which proved to be the rectal 
opening, the mucosa of which was continuous with 
that of the vagina. Slightly higher in the vagina a 
firm septum was encountered, running perpendicularly 
from the anterior to the posterior wall, and terminating 
in normal appearing fornicies. Located in either vault 
was a cervix with a short portio vaginalis, each with 
an apparent normal os. Bimanual examination revealed 
a double uterus, both of which were enlarged, the right 
being approximately four times normal size, 

A diagnosis of pregnancy in a didelphic uterus, recto- 
vaginal fistula, and congenital heart disease was made, 
The course of her pregnancy was not remarkable, 
except for the development of a low grade secondary 
anemia and a rather marked hypotension, her systolic 
pressure going down to seventy, with a diastolic of 
forty. An x-ray which was taken September 6, 1938, 
demonstrated a fetus of approximately seven and one- 
half months, lying entirely in the right side of the 
abdomen, with a vertex presentation. On October 23, 
1938, the patient began to experience intermittent ab- 
dominal pain and there was a slight vaginal discharge. 
Because of her cardiac condition, abdominal delivery 
was decided upon. The abdomen was opened and the 
presence of a double uterus confirmed. The left fundus 
was approximaely three times the size of a normal 
uterus. The corpus luteum was discovered in the 
right ovary. A full term, living male child was 
delivered by the classical method. Pituitrin introduced 
into the uterus produced firm contraction of the gravid 
fundus, but had no apparent affect on the non-preg- 
nant side. The patient made an uneventful recovery. 
Examination of the baby failed to elicit the presence 
of any congenital defect. 

On the occasion of her final postpartum examina- 
tion, iodized oil was introduced by cannula into both 
uterine fundi, and x-ray studies were made of the 
relationship of the two uterine cavities. 

Reconstruction of the rectal canal, with a closure 
of the rectovaginal fistula is contemplated at a future 
date. 


303 North Main Street. 





PSYCHOSES IN CHILDREN 
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The Institute for Juvenile Research examines 
by appointment some 1,000 children a year at 


From the Institute for Juvenile Research, Paul L. Schroe- 
der, M. D., Director, and the Department of Nervous and 
Mental Diseases, Northwestern University. 

Read before Physicians Association Illinois State Medical 
Society, Rockford, May 2, 1939, 
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the headquarters clinic, in addition to the many 
hundreds seen at the Juvenile Court branch and 
the various community branch clinics through- 
out the state. There pass through its diagnostic 
and admissions service, however, many cases, 
emergency and otherwise, which are of necessity 
rejected or referred to other agencies and clinics 
after the presenting problem has been thoroughly 
evaluated. In this latter group of cases are to 
be found many of the young psychotics with 
whom this paper is concerned, and I am pre- 
senting a review of this material as it has passed 
through the admissions service from January 1, 
1938, to January 1, 1939. 

Psychotic children represent a very small per- 
centage of our state hospital population and this 
is especially true of the prepubescent child. At 
the Cook County Psychopathic Hospital which 
serves as the admission center for the entire met- 
ropolitan district of Chicago and Cook County, 
Dr. Gerty’s statistics for this same year, 1938, 
indicate that only twenty children under fifteen 
years of age were admitted, ten female, and ten 
male. Of the ten males two were juvenile 
paretics, one a case of organic brain disease, un- 
differentiated, one, central nervous system lues, 
other than paresis, one mental defective with, 
and one without psychosis, and four schizo- 
phrenics. Of the ten female children one was 
a juvenile paretic, one a case of cerebral neo- 
piasm with psychosis, one a mental defective 
with psychosis, one undiagnosed psychosis, one 
without psychosis, and five schizophrenics. All 
told, there were 6,182 admissions to the hospital 
with 1,152 schizophrenic cases as first admis- 
sions and 559 schizophrenic readmissions, a to- 
tal of 1,711. 

Kasanin and Kaufman’ reported that out of a 
total of 6,000 patients admitted to the Boston 
Psychopathic Hospital between 1923 and 1925, 
160 were under 16 years; 65 of these were 
psychotic, including 21 schizophrenics. The one- 
year difference in age level may account for the 
larger figures in the Boston group. 

It has long been known that the incidence of 
psychosis increases rapidly after puberty, a pe- 
riod of important psychobiological changes, when 
children predisposed to schizophrenia become ex- 
posed to traumatic environmental factors of a 
sufficiently severe degree to precipitate a psycho- 
sis upon an unstable, poorly integrated person- 
ality structure. 
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CASE MATERIAL 


During the last year our psychotic children 
have included one case of juvenile paresis in a 
colored boy of twelve, and one of juvenile Hunt- 
ington’s chorea in a girl of fifteen. Both of 
these children were immediately committed to 
state hospitals through the Psychopathic Hospi- 
tal. Three girls from training and correctional 
schools, with periods of severe excitement were 
seen. They were of that variety of case seen al- 
most exclusively in girls, which often requires 
hospitalization and which, for lack of a better 
diagnosis, is usually classified as “psychopathic 
personality with periods of excitement.” These 
girls, all of them extremely interesting neurotic 
character and personality studies, often act out 
in an impulsive fashion during violent rages and 
excited states and frequently require constant in- 
stitutional care. 

Two cases of mental deficiency were seen in 
which similar periods of excitement, sufficiently 
severe to require physical restraint, were part of 
the general picture. One case of so-called idio- 
pathic epilepsy with suggestive clouded states 
was also examined. 

There were five cases, which we have added to 
a special group under separate study, of pre- 
adolescent children who have carried out seri- 
ous suicidal attempts, and who, in many cases, 
at the time of the active suicidal drive at least, 
might well have been termed psychotic. One of 
these cases, a boy of 12, seen a year and a half 
after he had shot himself through the frontal 
and temporal lobes of the brain, had developed 
evidence of a definite organic psychosis asso- 
ciated with the actual cerebral damage, and com- 
mitment was advised. 

Two depressive reactions unassociated with ac- 
tual suicidal activities were not deemed sufli- 
ciently serious to warrant the consideration of 
institutional care. 

All varieties of mental deficiency have been 
observed including some with physical stigmata, 
pronounced organic brain lesions, and focal 
neurological findings, secondary to birth injury, 
encephalitis, meningitis, etc. There is also the 
so-called cerebral agenesis variety without focal 
symptoms, and a type, also without neurological 
findings, probably due to trauma. These pure 
defectives are mentioned here because they defi- 
nitely differ from the peculiar children in the 
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constittitional group of schizophrenics that TI 
shall desctibe, although the jatter often appear 
on the stitface to be meiitally deficient: : 

The so-called postencephalitic group of cases 
is one of the most difficiilt to differentiate from 
the birth-tratiia varieties. These cases are often 
like those described by Jasper’ and his associates, 
and like many of Sherman’s® cases, but Whenever 
in our series a schizophrenic picture has compli- 
cated the case I have classified it with the 
schizophrenic reaction group. The serious be- 
havior disorders occasionally associated with 
pronounced sexual maladjustment are usually 
characterized by hyperactivity, poor school 
progress, distractibility, inability to associate 
and get along with other children, occasionally 
mild motor release or epileptic phenomena, and 
rarely definite choreatic or choreo-athetotic syn- 
dromes. In only one case, a true Parkinsonian 
state occurred. The importance of these cases 
cannot be overemphasized because they affect 
prepubescent children, and present a dubious 
prognosis. Many of these children are over- 
protected and make only slow progress as they 
gradually come under the influence of socializing 
forces. 

We are now left with the schizophrenic reac- 
tion group regarding which there is so much 
controversy, frequently even so far as diagnosis 
is concerned. Twenty such cases were seen dur- 
ing 1938. 

For purposes of presentation I have divided 
the schizophrenic reaction group into three sub- 
groups, although it will obviously be difficult to 
categorize many of the cases as finely as such a 
division would imply. As it is almost impossible 
to obtain all of the anamnestic details that are 
so necessary in order to secure an accurate im- 
pression of personality characteristics and their 
changes, I may be justly subject to criticism 
when I say that the children in the first two 
groups appeared to have made a fairly ade- 
quate adjustment until shortly before the onset 
of psychotic symptoms. Nevertheless there does 
seem to be a definite difference which I shall 
later describe, between the cases mentioned in 
the postpubescent and prepubescent groups, and 
the constitutional group. The first is considered 
separately from the second mainly because it 
consists of cases in which psychotic symptoms 
appeared after puberty. 
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POSTPUBESCENT GROUP 

This group comprising fotir of the 20 cases, 
cotisists of children all of whom had made a 
fairly satisfactory adjustment on the surface, at 
least, until shortly before the onset of active 
symptoms. These cases yeseitible most closely 
the usual late adolescent or early adulthood type 
of schizophrenic psychosis presenting what is 
usually accepted as the typical pre-psychotic 
schizoid personality and fairly clear-cut anam- 
nestic accounts of psychogenic precipitating 
factors. The following case exemplifies this 


group of cases: 
CASE REPORTS 


1. A 16-year-old boy was seen on June 14, 1938, 
when the family physician told the parents that the 
boy seemed to be a mental case, and advised inter- 
esting the patient in a hobby of some sort. 

A maternal uncle is said to be a mental case. 

The history is that of a sensitive youngster, the 
second of three male children. He had always been 
markedly attached to his mother and quite dependent 
upon her. While described as a “good and obedient 
child,” he had never had many friends, had always 
been stubborn and unhappy, and had found it difficult 
to show affection to his parents or siblings. 

Though he seemed to have made a satisfactory ad- 
justment up until the time he entered high school at 
12, a definite change was soon noticed. He began to 
truant without his parents’ knowledge, soon lost all 
interest in his studies, and began to indulge in mild 
forms of anti-social behavior in the company of other 
boys. Six months before he was seen at the Institute, 
he was brought home in a patrol wagon and threatened 
with commitment to the Parental School for continued 
truancy. 

Demonstrable psychotic symptoms appeared about 
four months later. He “raved” and shouted, threat- 
ened suicide, and was obsessed for a time with the 
idea that a friend of the family, a mortician, was put- 
ting embalming fluid into his mother’s coffee. He 
then began to talk of sticking a knife into his mother, 
cutting her up, and of killing her in other ways. On 
occasions he threatened to “knock her brains out” if 
he found her crying, but whenever she actually cried 
he became remorseful and promised to be good and 
obedient. Soon he began to complain of voices in his 
head, and he felt he had a disease which was making 
him “rot away.” He began to worry about dirt 
and dirty things, developed a handwashing compulsion, 
and stated that he must get away from all people, 
preferably to a small cottage in the North woods, 
where he could live alone or “rot away in peace.” 

He complained of the dirtiness of everything about 
him and wanted to join the Navy or a C. C. C. camp. 
He refused to get up on the morning of his ap- 
pointment at the Institute insisting he would prefer to 
remain in bed and “rot” there. ‘ 













274 ILLINOIS MEDICAL JOURNAL 


The mother could not understand why she was such 
a disturbing factor to the boy and why he directed 
all of his resentment, antagonism, and other emo- 
tional manifestations towards her particularly since 
he had been her favorite among her three boys, and 
she had always indicated this preference to him. The 
father, on the other hand, felt quite guilty because 
he had not been sufficiently close to the boy in their 
earlier relationships, 

The examination revealed a tall, thin, asthenic youth 
who presented an adolescent acne, was markedly in- 
trospective, severely hypochondriacal, withdrawn, spon- 
taneity-lacking, and, on the surface at least, somewhat 
depressed. Occasionally his speech became rambling 
and even mildly incoherent in character and his affect 
was shallow and rigid. He exhibited bizarre psychoso- 
matic delusions, and stated that his strength was slowly 
being drained from his body through masturbation and 
nocturnal seminal emissions. He asserted that he felt 
the fluids being drawn downward from the region of 
his head. There were clicking sensations in his head 
occurring rhythmically with each step. Suggestive 
hallucinatory experiences were present and described 
in terms of his conscience. Insight was entirely lack- 
ing and the boy reiterated time and again that he 
merely needed a tonic and a C. C. C. camp to be 
cured. 

A psychometric examination revealed him to be 
of at least average intelligence. 

He was referred immediately to the Psychopathic 
Hospital to enable him to have shock therapy as soon 
as it could be obtained for him, although it was 
felt that the prognosis was a very dubious one. 

Since this paper is written primarily from a de- 
scriptive standpoint, I shall not attempt to speculate 
upon the probable dynamic factors responsible for 
the loss of the reality testing power of the ego, and 
for the appearance of schizophrenic thinking and pat- 
terns of behavior. The case cited is replete with 
material to suggest a strong underlying conflict in the 
boy over his concept of sexuality and his relationship 
with his mother and, of course, his father. 

2. In a 14-year-old Negro girl the active psychotic 
symptoms were preceded by self-depreciatory state- 
ments and expressions of guilt over several so-called 
“sinful sexual experiences,” regarding which she re- 
fused to elaborate. 

3. In a 14-year-old white boy there was evidence 
of marked oedipus guilt expressed in his relationship 
to his mother who was separated from his father, and 
with whom he was living. There was also a pro- 
nounced hostility which he felt towards a younger 
brother and which he repressed only with great diffi- 
culty. This boy’s catatonic episode responded favor- 
ably to metrazol therapy administered at the Chicago 
State Hospital, and he is now in a fairly good state of 
remission, almost a year following his discharge. 

4. A 16-year-old white girl is a definite hebephrenic, 
now at the Elgin State Hospital, after having been 
diagnosed as non-psychotic only a year before by a 
competent psychiatrist. Her background is exceedingly 
traumatic, the family a disorganized and broken one, 











and she had spent many years in an institutional exist- 
ence to which she had adjusted very poorly. 


PREPUBESCENT GROUP 


This group of cases consists of prepubescent 
schizophrenic reactions in children presenting no 
history of serious personality or constitutional 
difficulties preceding the onset of the psychotic 
symptoms. Four of the cases fit this category, 
and all are briefly summarized here. The last of 
these resembles in many respects some of the 
cases of the first group and is included mainly 
because the boy’s active psychotic symptoms de- 
veloped before he had begun to manifest. any of 
the usual signs of puberty. While the anamnesis 
is quite similar to that of the 14-year-old cata- 
tonic mentioned earlier, who had _ received 
metrazol therapy, it is quite apparent that the 
outlook is more dubious for the younger boy. 


CASE REPORTS 


1. A T-year-old colored girl was seen on Novem- 
ber 18, 1938, having been referred through the Chi- 
cago Relief Administration, after she had begun to act 
queerly. 

The family history indicates that the mother died 
in a state hospital in the east six months after the 
child was born, and shortly after her husband had 
deserted both of them. The child was brought up 
by an aunt, and has never been told about her true 
parents. 

In August, 1938, the uncle (foster father) was 
committed to the Manteno State Hospital with a diag- 
nosis of chronic alcoholism with organic changes, epi- 
lepsy, and deterioration. He had deserted frequently 
prior to that time. There was considerable evidence 
that the child had been exposed to unwholesome situa- 
tions in and about the home. 

In December, 1937, she was removed from school 
when she contracted chicken pox. She had not re- 
turned to school since that time and had had several 
other illnesses of a relatively minor nature. In Sep- 
tember, 1938, a county physician was called because 
of the child’s vague abdominal complaints and he 
reported that she was having hallucinatory experiences. 
The aunt insisted that she had noticed no peculiar be- 
havior prior to that time, although it is obvious that 
mental symptoms had been present. The family was 
living above a garage and soon the child complained 
that gun-fire was occurring and that their lives were 
in danger. She stated that she heard men’s voices 
saying that the aunt would be killed or injured. She 
sat in a corner for hours at a time and seemed de- 
pressed. She continually washed her hands and 


changed her clothing and expressed fear of dirt in 
the food. For a time she suffered from insomnia 
and remained awake during the night to listen to the 
voices. She lost weight, cried hysterically, and was 
afraid to be alone. 


September, 1939 
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At the time she was examined she seemed to have 
improved considerably. The aunt stated that a great 
deal of improvement had been noted immediately after 
the family removed to quieter surroundings, from 
the rooms above the garage. She gave a history, too, 
of having been held up and struck on the head by a 
colored man while walking with the child two years 
before. The latter was extremely nervous, scream- 
ing and crying constantly for a considerable period 
afterward. 

When the child was interviewed she stated that the 
voices no longer spoke to her, but in the past they 
had often stated that a man was coming to kill her 
and do things to her with a gun. Her dreams were 
concerned with similar sado-masochistic material, and 
she gave an account which indicated promiscuity in the 
home on the part of the aunt. 

Psychological tests classified her as a_ borderline 
defective, but there was considerable scatter, and it 
was felt that she was probably of higher intelligence. 

2. A 12-year-old Jewish girl, whose mother had 
been committed to a state hospital as a schizophrenic 
immediately following the child’s birth, was seen. The 
mother had been divorced four years earlier. The 
child went to visit her in the summer of 1937 and 
remained until May, 1938. She was unable to get 
along with her mother, quarreled a great deal, and 
was told that her birth had been responsible for the 
mother’s mental illness. 

When she returned to Chicago she found that her 
father had married his housekeeper. The child became 
quite upset, was over-active and excited, insisted on 
running the household, and did the scrubbing and 
washing. After two weeks of this behavior she went 
to live with an aunt for a short time and seemed much 
better while away from her father and her step- 
mother. On her return she seemed apathetic, had to 
be fed, was often mute, and showed no interest in 
anything. 

According to the history, the child had obtained an 
I. Q. of 142, on a psychological test performed at the 
school. 

When she was seen at the Institute in August, 1938, 
she presented symptoms of indecision, negativism, 
blocking, mutism, dissociated affective displays and 
similar catatonic symptoms. 

Arrangements were made for hospitalization at the 
Michael Reese Hospital. The patient improved, left 
the hospital in four weeks, is now back at school, 
but presents definite anxiety and compulsive symptoms. 

3. An 11-year-old white boy had an attack of polio- 
myelitis at four. When he was nine, while the father 
was away from the farm on which they lived, the 
hired man murdered the boy’s mother. The child is 
said to have been aware of the circumstances of his 
mother’s death and he begged permission to be allowed 
to remain away from her funeral. 

Shortly afterward there developed symptoms of ex- 
treme fear associated with marked temper tantrums. 
Later he became more and more withdrawn, soiled and 
wet himself, remained mute over long periods of time, 
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experienced periods of unexplainable loud laughter, 
and occasionally sang in a childish fashion. 

He was examined at the Institute in June of 1938 
and presented fairly typical catatonic symptoms in- 
cluding suggestive cerea flexibilitas, mutism, and 
stereotyped gait. 

The boy had been brought in from a rural community 
and since immediate hospital and sanitarium care 
seemed indicated, the father was so advised. There 
has been.no follow-up study. 

4. A 14-year-old Polish boy when last seen at 
the Institute in December, 1938, presented the pic- 
‘ture of a typical hebephrenic, adopting hallucinatory 
attitndes and exhibiting facial mannerisms and sudden 
outbursts of silly laughter associated with a fearful, 
withdrawn attitude. The extremities were cold and 
cyanotic. 

When the boy was 2% years of age he was run over 
by an automobile, sustaining a fractured pelvis and 
leg. The fractured extremity remained shorter than 
the other, but in spite of this handicap the boy was 
anxious to become a Big League ball player. He 
tried to dominate other children and as .a result got 
along poorly with them. 

The parents, who are first cousins, dissolved their 
marriage when the boy was nine. The latter has al- 
ways been resentful of his mother’s second husband. 
He brooded over his parents’ separation and dur- 
ing his entire twelfth year was unusually quiet and 
preoccupied, sitting idly and daydreaming. In June, 
1937, he was graduated from the grade school at 12 
with excellent grades. The following month he was 
admitted to the Psychopathic Hospital. He had run 
away from home when plans were made to have him 
visit his mother. He carried a toy gun with which 
to shoot the police. Three days before his admis- 
sion to the Psychopathic Hospital, his mother visited 
him and then left. He had felt she was going to 
remain with him and his father, and when she left 
he gave her a disdainful look. Shortly afterward he 
became hyperactive, danced, and shouted, and stated 
that God was talking to him and directing his ac- 
tivities. He claimed that he was the Lord, kept the 
shades drawn, and the doors locked, for fear someone 
would harm him and shouted, “I suffer, but they’re 
going to suffer twice as much.” 

The father removed him from the Manteno State 
Hospital against the advice of the medical staff after 
two months had elapsed and seemed to have no in- 
sight into the gravity of the boy’s mental condition. 
The boy started high school in the fall of 1938, and 
we were asked to examine him in November. In view 
of the findings obtained through the psychiatric in- 
terview, mentioned briefly at the beginning of this 
case report, removal from school was recommended 
and recommitment, if it could possibly be arranged. 
It was found at the time of the examination that 
we had previously seen the boy shortly after the onset 
of the psychosis and had at that time advised insti- 
tutional care and treatment rather than the foster home 
care which was desired by the father. 





CONSTITUTIONAL GROUP 


This group of cases differs in many respects 
from those just outlined. In these children we 
see reflected throughout the history from birth, 
or shortly afterwards, definite constitutional va- 
riations, at times amounting to true organic 
difficulties. These youngsters are often referred 
tc as queer and different as far back as one can 
recall their behavior. Often they are classified 
as mental defectives on the basis of their re; 
sponse to social and school situations, and even 
to certain psychological tests. There may be 
associated constitutional inferiority, physical de- 
fects of many. varieties, and occasionally even 
vague neurological signs. 

When such children are examined it is diffi- 
cult to correlate the picture they present with 
the subgroups mentioned earlier. There is a 
tendency to search for a history of trauma, en- 
cephalitis, or other possible organic etiological 
factors that might have produced the presenting 
symptoms. 

Ten cases seem to fit into this group, either 
because the psychotic behavior per se dated back 
1o infancy, or because there was associated men- 
tal deficiency or suggestively organic (such as 
epileptic) phenomena. 

In some of the “organic” cases it was trauma 
or the influence of socializing needs that seemed 
responsible for the onset of the more active men- 
tal symptoms. 

CASE REPORTS 

1. A 15-year-old white boy, presented a history of 
having been peculiar and different from other children 
since early childhood. His mother died on the day 
following his birth and the boy has one sibling, a boy 
nine years his senior. The first three years of his 
life were characterized by insecurity and instability in 
the home situation. At six, the boy suffered a head 
injury, sustaining a deep laceration. By the time 
he was eight or nine, he was characterized as peculiar, 
lazy, dreamy and indifferent. He continued in high 
school until the time of his examination at the In- 
stitute in January, 1938, having been referred for 
study when he started a fire in a locker at school. He 
was a shy, timid, manneristic, apathetic boy, silly, in- 
coherent in his speech productions and hallucinated. 
Peculiar psychosomatic delusions, a bizarre fantasy life, 
neologistic formations and many of the other symp- 
toms which we ordinarily associate with hebephrenia 
were present. In spite of the rather severe disintegra- 
tion of the normal thought processes, the boy classified 
as average on two psychological tests and was still 
attending school. The physical examination was nega- 
tive. The father refused to consider commitment. 
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2. A 17-year-old white boy, has been seen at the 
Institute on various occasions since he was seven 
years of age. The father feels that the boy was 
normal until he was five when he was frightened by 
an explosion nearby. He began to stutter shortly 
afterwards. There was an old diagnosis of cerebral 
hemorrhage made when the child was a few months 
old. The developmental history is essentially normal, 
however. 

At seven, intelligence tests classified him as a bor- 
derline defective. At 17, his intelligence quotient was 
ten points higher than at seven, and he was passing 
tests at the average adult level. There was a marked 
scatter and the psychologist felt the boy was not a 
true defective. 

At 13 he was a seclusive retarded boy, called “goofy” 
and crazy by the other boys with whom he attempted 
to associate. 

By the time he was 16 he had been seen by several 
neurologists, had been tried in various schools in- 
cluding a military school, and had shown little im- 
provement. 

At 17, he was a peculiar manneristic boy who pre- 
sented a stuttering dysarthria and a strabismus. He 
had no friends, spent all of his time at home listening 
to the radio, and indulged in compulsive masturba- 
tion. There were suggestive auditory hallucinatory ex- 
periences, and he was careless, neglectful of his ap- 
pearance and talked to himself. 

3. A 14-year-old Swedish boy was seen in July, 
1938. His birth and early developmental history is 
said to have been normal. There was considerable 
difficulty in school with a specific reading handicap 
and marked general retardation. He had frequent 
convulsions from the age of one year to four. There 
was another unusually severe seizure at eight. In May, 
1938, he fell from a low-lying roof. He did not lose 
consciousness. He was removed to the Cook County 
Hospital following the development of peculiar be- 
havior in school several days later, and a diagnosis 
of hysterical hemiplegia in a mentally retarded boy 
with a history of epilepsy, was made. The boy re- 
fused to eat or talk and had to be tube fed. He had 
an I. Q. of 73 and there was a previous I. Q. of 79, 
obtained two years before at the Montefiore School. 

Thorough neurological and laboratory examinations 
were negative except for a peculiar left-sided hys- 
terical paralysis. 

Two weeks after his discharge he was readmitted 
with a diagnosis of postconvulsive state. He had ex- 
perienced a severe epileptic seizure in school the day 
before. He was discharged once again in June. 

A month later he was seen at the Institute. In the 
interim he had continued to act peculiarly at home. He 
was talkative, cried a great deal, pulled all the shades 
down, nailed boards on the windows, stated that peo- 
ple were “flashlighting” the home in order to seek 
him out, and heard the people on the street making 
slurring remarks about him. He yelled, “I'll kill them! 
I’ll kill them!” He walked the floors wildly, had alter- 
nating periods of mutism and talkativeness, and shouted 
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“lye got enough sickness in my head without having 
chickens and dirt in my head.” 

At the time of his examination he was suspicious, 
adopted hallucinatory attitudes, and stated that the 
electric fan was broadcasting about him. After a time 
he became mute, fearful, and stubborn. 

His I. Q. was 64 on the Revised Stanford-Binet, 
although the results were considered low because 
of the boy’s disturbed mental condition. A careful 
neurological examination suggested the possibility of 
right-sided cerebral pathology, but the findings were 
extremely vague. 

The boy was committed to the Elgin State Hos- 
pital, through the Psychopathic Hospital. 

Two additional cases were regarded by us as 
relatively incipient in that there was none of the 
usual full-blown symptomatology which we asso- 
ciate with schizophrenia, and only the early 
withdrawal, autistic thinking, self-preoccupa- 
tion, and socializing difficulties which stamped 
the child as different from the others in the 


school situation and at home. 
LITERATURE 


Psychoanalytic research has emphasized that 
the chief difference between a psychosis and a 
psychoneurosis consists in the fact that the lat- 
ter is chiefly a conflict between the different 
structural parts of the mental apparatus, while 
in the former the relation of the mental appara- 
tus to the external world is disturbed in a pro- 
nounced manner. With the loss of the reality 
testing power of the ego, there is an elaboration 
oi the more commonly recognized symptoms of 
schizophrenia with which we are all familiar, 
many of them bizarre manifestations of instinct- 
ual tendencies. Alexander? feels that there may 
be an inherent constitutional weakness in poten- 
tial schizophrenic patients, though he stresses 
the post-natal influences in the first two or three 
years of life when external forces may have 
been operating in the direction of making ex- 
ternal reality unacceptable to the weak, flexible, 
infantile ego. While in some cases, according to 
Alexander, there are unusual and violent psycho- 
logical influences that can explain a rejection of 
the environment at this stage, there is often a 
suggestion of other undetermined innate factors 
that differentiate these cases from the neurotic 
whose disturbances date from emotional conflicts 
with environmental factors at the period of the 
development of the conscience. 

Benedek* has given us added psychological in- 
sight into the post-natal period. In a recent ar- 
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ticle concerned with the adaptation to reality in 
early infancy, she describes the process of learn- 
ing in the infant, and emphasizes the importance 
of satisfying its needs. She speaks of the vari- 
ous frustations that may occur, and of the ef- 
fects of these factors upon the psychic and phy- 
siologic processes of the infant whose nervous 
system is still immature and not completely dif- 
ferentiated. Disturbances in the rhythm of the 
child’s autonomic processes are cited. 

Heredity and constitution have been blamed 
for a great deal in contributing even directly to 
the production of neuropathic and psychopathic 
children. Yakovlev* has recently described con- 
genital morphologic abnormalities of the nervous 
system and their functional implications. He, 
too, has emphasized the congenital fragility of 
the infant’s nervous system, and the fact that 
reflex integration, particularly in the autonomic 
division, is a post-natal acquisition. He feels 
that idiopathic epilepsy, for example, is a “con- 
genital functional and therefore structural mal- 
formation of a specific reflex mechanism.” Sin- 
ger” has stressed the importance of the auto- 
nomic nervous system in the etiologic and path- 
ologic considerations of schizophrenia. He has 
postulated that agenesis and defects caused by 
lesions occurring early in life may involve the 
autonomic nervous system as well as the cortico- 
spinal system, to be expressed in the form of 
defective energy of reaction, low levels of metab- 
olic activity, ete. Singer prefers to view the 
psychosis proper as the result of the action of 
some pathologic lesion upon a given personality, 
and the schizophrenic picture as a symptom 
complex that may result from either pathologic 
or “functional” changes. 

Frequently the question has been raised 
whether it is heredity as such, in the genetic 
sense, or the influence of the psychotic parent 
that is responsible for many of the child’s diffi- 
culties. Of great interest to us at the Institute 
has been the observation that children who were 
removed from a psychotic parent showed a re- 
markable advance in intellectual grasp as deter- 
mined by the usual intelligence tests, and at the 
same time evidenced distinct emotional changes 
for the better. In two such cases intelligence 
quotients of 50 and 60, advanced to 90 and 100 
within a period of two and three years. In one 
instance involving two young Jewish children, 
the younger child who had been in contact with 








278 


his mother during his most impressionable years, 
was much more seriously affected from the emo- 
tional standpoint than was his older brother who 
at twelve displayed typical symptoms of a well- 
marked compulsive character formation. 

In considering the prenatal and postnatal in- 
fluences, one cannot overlook the birth process 
us such, whether we speak of the trauma of birth 
in a psychological sense or of organic birth 
trauma. Investigative work is pointing more 
strongly to the importance of varying degrees 
of birth injury in producing neurological dis- 
orders, the etiology of which had previously been 
unknown. Recently Peterman® stated that the 
greatest hazard of the new-born infant is his 
passage through the birth canal and from 10 to 
12 per cent. of all babies born in a normal de- 
livery have some degree of damage or injury to 
the brain. With abnormal or pathological labors 
this percentage rapidly increases to nearly 100. 
Improvements in technique and interpretation 
in electroencephalography have opened a new 
field in the understanding of some of these vague 
traumatic changes. The old concept of cerebral 
birth palsy of the spastic or choreo-athetoid va- 
riety as the chief representative of the group of 


birth trauma conditions, is giving place to the 


feeling that trauma may occur in many parts of 
the brain, may vary in degree as well as loca- 
tion, may exert a direct influence on the child’s 
development, and may frequently be unassoci- 
ated with gross pathological changes. 

We see not only mental defectives in this 
group of trauma cases, defectives that differ from 
the type associated with so-called cerebral agene- 
sis, but also a distinct group of children whose 
sole symptoms consist of restlessness, inability to 
concentrate, impulsiveness, distractibility, and 
inability to get along with other children, all 
associated with varying degrees of motor release 
phenomena and intellectual changes. Occasion- 
ally epilepsy appears as well, and actual psy- 
chotic symptoms may occur. The young, so- 
called constitutional schizophrenic mentioned in 
this paper, and constituting the major portion 
of the group of schizophrenic psychoses herein 
described, may belong to this group of “organic” 
cases. 

Jasper’ and his associates have completed 
electroencepholographic studies of 71 behavior 
problem children, 12 girls and 59 boys. Thirty- 


five had a history suggestive of central nervous 
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system disorders, encephalitis, birth trauma, 
post-natal trauma, etc. Eleven of the cases were 
classified as schizoid or schizophrenic. In the 
entire group of 71 cases, 71 per cent showed 
abnormalities in brain potential, very marked jn 
59 per cent, and of the epileptiform variety in 
39 per cent. Jasper and his associates conclude 
that abnormal brain function as revealed by the 
electroencephalogram is an important component 
in the etiological picture of the majority of a 
group of problem children whose disorder had 
been considered as primarily psychogenic pre- 
vious to using this new method of diagnosis, 
While the nature of the fundamental pathology 
of the brain indicated is not as yet known, the 
findings have been found important in evaluat- 
ing prognosis and treatment, according to these 
authors. 

Since the function of the brain cannot be re- 
vealed by the electroencephalogram at the pres- 
ent time, one must accept these results and con- 
clusions with certain reservations, 

Our so-called “organic” cases suggest a vari- 
able type of lesion and are quite confusing from 
the diagnostic standpoint. Early in life these 
children may be called defectives, post-encephali- 
tics, or more rarely, pre-schizophrenics. Usu- 
ally, however, active schizophrenic symptoms be- 
gin only when the child is presented with his 
first socializing influences and is unable to meet 
the requirements of reality as a result of his 
many handicaps. 

Potter and Klein* have classified problem chil- 
dren into an organic reaction group, a situational 
reaction group, and a psychotic group. In the 
first they include idiopathic epilepsy, mental de- 
ficiency, juvenile paresis, and behavior problems 
secondary to organic conditions. ‘The psychotic 
group is concerned chiefly with schizophrenic 
reactions. These authors reported fourteen such 
cases and in all of them the onset of the psy- 
chosis was before twelve years of age, actually 
before five years of age in seven. Since only 
one of the fourteen schizophrenic children 1m- 
proved sufficiently to make an adequate social 
adjustment, the authors concluded that a cdl 
stitutional inadequacy factor must be empha 
sized, whatever it may be. 

Sherman® recently reported studies of ™ 
schizophrenic children who were observed for pe 
riods of from six months to four years. Be 
points out the great difficulty in recognizing and 
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defining mental abnormalities in children and 
the general tendency to pass them off as behavior 
problems in the broad sense of the word. He 
justly emphasizes the fact that we are usually 
dealing with the end-results of a long standing 
psychotic process when we are confronted with 
the typical hallucinated and delusional deteri- 
orated schizophrene. He called his children 
schizophrenics mainly because the pattern of 
their behavior resembled in many ways the be- 
havior and symptoms of adult schizophrenic 
patients. 

McFarland and Goldstein’® have summarized 
the present-day status of biochemical studies in 
dementia praecox. Quoting them, “The schizo- 


phrenic seems to be born tender and exceedingly 


vulnerable to the ‘hurts of the world’ and must 


be protected from the buffets of the environ- 


ment.” They feel that most investigators are 
of the opinion that the schizophrenic psychosis is 
a multitude of disorders of various etiologies, and 
thaf the schizophrenic reaction is merely a symp- 
tom common to this heterogeneous group which 
includes all causes, physiological, psychological, 
and others. For that reason they are of the 
opinion that the biochemistry of schizophrenia 
may ultimately prove as meaningless and incon- 
clusive as the biochemistry of backache or of 
abdominal pain, simply because patients have 
heen classified on the basis of reaction-type rather 
than of etiology. This would apply equally as 


well to other studies in schizophrenia. 
COMMENT 
It appears that the so-called schizophrenic 


syndrome may occur under a large variety of 
conditions. It is obvious, too, that what we rec- 


ognize as such a syndrome is relatively rare 


before puberty and that its incidence rapidly 


increases from that time to reach a maximum 


in the middle of the third decade of life. The . 


majority of the cases seen in early childhood 
appear to belong, generally speaking, to a group 
characterized by phenomena which seem to be 
associated with basic organic changes, whatever 
they may be more specifically. These children 
appear to be closely related to a type of child, 
early recognized as a severe behavior problem, 
and characterized by a symptom complex of 
hyperactivity, restlessness, asocial tendencies, etc. 

Clinical impressions, supplemented by recent 
electro-encepholographic studies, suggest that 
there are actual “organic” changes in these cases, 
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and that the total personality is so atfected that 
it is difficult to obtain an adequate social adjust- 
ment of the individual with reality and his 
environment, 

lt seems that the prenatal and natal influences 
play an important role in these cases in produc- 
ing constitutional inadequacies so serious that all 
subsequent developmental changes are affected. 

Our more recently acquired knowledge of the 
importance of psychosomatic relationships, par- 
ticularly as they involve the autonomic nervous 
system and the emotions, furnishes us, however, 
with the necessity of regarding the first two or 
three years of life during which the so-called 
disposition of the individual is molded, as an 
extremely important period. 

Since we are dealing with a fragile, flexible 
autonomic nervous system in which only post~- 
natally is there actual reflex integration, one may 
postulate the importance of such psychological 
factors as early rejection, severe oral thwarting, 
threatening sexual experiences, punishment and 
frustration, in contributing to more or less per- 
manent changes in the child’s psychobiological 
life. 

It is obvious, therefore, that external influ- 
ences, both psychological and biological, can 
affect the future functioning of the individual 
as a psychobiological unit, Preventive work and 
mental hygiene activities must therefore con- 
centrate not only on the eugenic aspects of mar- 
riage and the great need for careful obstetrical 
management of every case, but also on that 
postnatal period just described when a child 
must develop what Benedek has described as the 
emotional relationship of “confidence,” associated 
as it is with security, regular satisfactions of 
individual needs, etc. Ii these factors are ade- 
quately controlled, and if the relatively new 
psychological knowledge gained through psycho- 
analysis can be brought into play in the training 
of the child, there may possibly be fewer schizo- 
phrenics, and those cases which do develop later 
through the appearance of intolerable environ- 
mental factors, can then be treated through the 
removal of the latter, if possible, and then fol- 
lowed up with adequate psychotherapy. 

In our group of postpubescent cases psycho- 
logical factors appeared to be most significant 
and in these children it seemed that the psychosis 
occurred when the child was unable to sublimate 
in a more normal way strong instinctual ten- 
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dencies which conflicted greatly with a rigid 
super-ego, 

In the prepubescent- group it appears that a 
psychopathic hereditary taint was present, and 
the psychotic symptoms, when they occurred, 
seemingly because of psychogenic precipitating 
factors, were rather bizarre and of an acute 
nature. 

The constitutional group is a motley one. With 
careful observation on the part of interested 
individuals, these cases can be recognized earlier 
than the others and can be followed carefully 
as a result. It is interesting that many of these 
children had been under observation at the In- 
stitute for years. They were usually able to ad- 
just to some degree, in spite of the recognized 
peculiarities, until they arrived at late adolescence 
when it was no longer possible to overlook their 
need to become social individuals. It then be- 
came necessary to consider for them care in 
a protected environment such as an institution, 
particularly since these children usually become 
more withdrawn and develop more autistic symp- 
toms as they grow older. It is interesting to 


see how many of them continue to attend school 
for years while presenting definite peculiarities. 


I have been obliged to omit the more detailed 
symptoms of these various schizophrenic children, 
as well as a consideration of the dynamic factors 
which appear to indicate an early “split” in them. 
It is our hope to continue these studies. 

SUMMARY 

1. A review of the psychotic children seen at 

the Institute for Juvenile Research during 1938 


is presented. 
2. The various so-called schizophrenic cases 


we 


are described and their differences enumerated. 

3. The importance of the different etiological 
factors is postulated for present and future 
study. 


4. There is obviously a need for special facili- 
ties for the hospitalization, investigation and 


treatment of these psychotic children. 
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DISCUSSION 

43 E. Ohio St. 

Dr. Maxwell Gitelson, Chicago: I should like to 
confine my discussion to the constitutional group in 
which there is evidence of non-integration of the ego, 
a non-integration of the synthesizing capacity of the 
patient. This can be subsumed under the statement 
that it represents a group in which the reality test- 
ing ability has failed to reach completeness. If we 
are to keep this point in mind, then we have a legiti- 
mate question as to the ego which has failed to be 
integrated and as to what happens to it. 

We know that the reality testing capacity is not 
always present. We know that it has to begin in 
the very earliest phase of our development. The 
observations that have been made indicate that the 
reality testing function makes its appearance during 
the first year of life under the auspices of the maternal 
care which the infant is at that time of necessity 
receiving. 

To begin with there is no external reality in the 
sense that we recognize it in life. There is no differ- 
entiation between a “me” and a “you.” The first 
differentiation between the “me” and the “you” is, 
roughly, connected with the weaning from the breast 
or the weaning from the more intimate relationship 
with the mother and represents a normal vicissitude 
in the life of the individual. The point that I am get- 
ting at is that the schizophrenias as we usually see 
them represent a great regression, or breaking down 
and return to this non-object level of an individual’s 
development. In Dr. Falstein’s “constitutional type” 
the individual has never evolved from his non-object 
level. 

This brings me to the next point in my discussion 
and this is apropos of the so-called organic factors 
in the development of schizophrenia. The develop- 
ment of the ego begins at an early period. The in- 
tegration which the individual acquires in respect to 
social conduct, those adjustments which he learned 
through the relationship of security with the mother, 
his reality testing ability, are educational processes. 
Where this atmosphere of security and the supplying of 
the basic needs and basic tendencies is not available, 
the educational process suffers and the individual 
acquires his first cognizance of reality as an exces- 
sively dangerous thing. This process occurring as 
early as it does, during the time when organic integra- 
tion, as we usually understand it, is also going on, 
is bound to present us with phenomena in which there 
is an over-lapping of more purely psychic distortions 
of development and more purely organic distortions 
of development. I do not believe we are in a clear- 
cut position to decide that birth injury as such or 
severe infantile illness as such is the causative factor 
in the development of “constitutional” schizophrenia, 
but that they are factors which interfere with the 
primary educational process, factors which interfere 
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with the acquisition of integrative and adjustive pow- 
ers which we call the ego. 

With respect to the other types of juvenile schizo- 
phrenia in which the ego seems to have been more 
or less well developed, there are two etiological fac- 
tors to be considered. The situation which is biologic, 
which appears at puberty with an exacerbation of the 
endocrine functions, and secondly, the situations which 
are connected with actual dangerously seductive rela- 
tionships with individuals in the world at large. For 
instance, I recall the case of a young schizophrenic 
who from birth had been exposed to such a seductive 
relationship with his psychotic mother who was able 
to resume a relatively normal development by the 
procedure of separation from the mother. 

Schizophrenia may be the consequence of a weak- 
ening of a relatively intact-or well developed ego by 
exogenous factors such as intoxications, injuries or 
other similar organic disturbances. The point that 
Jasper has made about the evidence of organic dis- 
turbance in the brain on the basis of his encephalo- 
graphic findings explaining behavior defects in children 
needs to be questioned because with the possible ex- 
ception of the encephalogram of epilepsy, the finding 
may be reversible. I would like to state that data are 
being gathered by Dr. Leon Saul at The Institute for 
Psycho-Analysis showing that during the analysis of 
neurotic patients encephalographic waves have changed. 

A propos of the previous discussion of general trauma 
and head injury, we have within the last year at the 
Institute for Juvenile Research had the experience of 
having a case sent in by a family for examination, 
found the child feeble-minded, so stated to the parents, 
and advised commitment. This was followed by a let- 
ter from the family lawyer asking us to testify to 
our findings in a suit that the parents had entered 
against an automobile driver for injury to the child. 
Fortunately in this case we had examined the child 
some years before the injury and knew the child’s 
feeblemindedness to have antedated the accident, but 
in a number of less clear-cut cases similar problems 
have arisen. So I should like to emphasize the neces- 
sity of a careful study of the character of the pre- 
ceding personality in respect to feeblemindedness and 
previous psychotic and neurotic disturbances before 
connecting the final picture with trauma. 





CARCINOMA OF RECTOSIGMOID IN PA- 
TIENT TWENTY-SIX YEARS OF AGE; 
SIX-YEAR CURE FOLLOWING 
ABDOMINAL RESECTION 
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A male, 26 years of age, a shipping clerk by 
trade, entered St. Luke’s Hospital March 3, 1933, 
complaining of constipation of eight months’ 
duration, For six months he occasionally had 
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noted bright red blood in the stool, with par- 
oxysms of diarrhea for four months, followed 
by constipation, and the loss of ten pounds, 
which was attributed to a lack of appetite by 
the patient. The family and past histories were 
essentially negative. 

Physical examination revealed a well-developed 
young male weighing 150 pounds. The erythro- 
eytes numbered 4,120,000 per cu. mm., the leu- 
cocytes 8,350 per cu. mm., and the hemoglobin 
determination revealed 15.5 gms. per 100 cc. The 
differential blood count was normal. The urine 
examination was negative. The blood pressure 
was 112/68. A proctoscopic examination re- 
vealed an annular obstructing lesion at the recto- 
sigmoid junction. A portion of the tumor re- 
moved for microscopic study was reported to be 
adenocarcinoma. The patient was put on a low 
residue diet for 72 hours and the lower bowel 
thoroughly emptied by repeated enemata. 

Under ethylene anesthesia, a low mid-line in- 
cision was made. Just distal to the peritoneal 
reflection was a napkin ring obstruction; the 
opening in the tumor admitted only the tip 
of the index finger. No palpable regional lymph 
nodes were found. There was no evidence of 
metastasis in the liver. 

Through a left muscle-splitting McArthur in- 
cision, the colon was exteriorized for a colostomy. 
The colon was opened with an electrocautery at 
the end of 48 hours. The course was uneventful 
and the lower loop was irrigated regularly with 
normal; saline solution. 

Ten days following the abdominal exploration, 
the patient again was operated upon. Under 
ethylene anesthesia the midline incision was re- 
opened. The tumor mass was resected and an 
end to end anastomosis made. A Penrose drain 
was inserted just below the peritoneal reflection. 
The postoperative course was smooth and the 
patient was discharged fifteen days following the 
second operation. 

The pathological examination revealed that 
10 cm. of bowel were resected with the tumor 
lying midway between the two ends. The lumen 
of the bowel at the point of construction meas- 
ured 1 cm. Two lymph nodes contained metas- 
tatic carcinoma. The patient was given Roent- 
gen therapy the succeeding three months and has 
been observed at frequent intervals during the 
past five years. At the time of writing, he was 
c+ hie neak weight of 180 pounds; he stated he 
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“felt better than at any other time” in his life. 
His bowel habits were regular. Proctoscopic ex- 
amination revealed a slight constriction at the 
site of anastomosis. 


DISCUSSION 


This case is of interest because of the age of 
the patient, he being 26 years old. Carcinoma 
occurring under the age of 35 years presents 
an extremely poor outlook. Five-year cures are 
not common and many patients are unoperable 
due to early metastasis by the time the surgeons 
is consulted. In the past ten years, we have had 
four cases of carcinoma of the rectum and sig- 
moid in patients under the age of 30 years; one, 
22 years of age, male; two 26 years of age, both 
males; and one 28 years of age, female. The 
one at the age of 22 years, had generalized ab- 
dominal metastasis under exploration and lived 
18 months following colostomy. This case was 
our second. The third patient, also at the age 
of 26 years, had generalized abdominal metastasis 
and lived 14 months following colostomy. The 
fourth, 28 years old, was resected. She was 
alive after four and one-half years and appar- 
ently free from any recurrence. It was interest- 
ing that she had formed an iliosigmoidostomy. 
In our clinic, fifty per cent. of young patients 
with malignancy of the resto-sigmoid under 30 
years of age have had successful end results. 
Such favorable results, however, should not be 
anticipated in any sizable series of cases. 

The type of resection made is also of interest. 
According to Miles, carcinoma of the rectum 
spreads by lymphatic extension downward as 
well as upward and, therefore, involves the 
sphincter structures, the perineal skin and the 
ischorectal spaces. We have never observed this 
downward spread nor the involvement of these 
structures except by direct extension. In other 
. words, a growth to involve these structures must 
be, primarily, very low. For several years we 
have been impressed with the infrequency of 
these findings and, except for the very low 
growths that involve the perineal structure by 
direct extension, have not observed such down- 
ward extension. Probably many perineums are 
being sacrificed without any particular advan- 
tage. 

According to Westheus, a German surgeon, 
and David and Gildchrist, metastatic develop- 
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ment from carcinoma of the recto-sigmoid re- 
gion occurs cephalward and very rarely distally. 
When it does occur distally the nodules are 
found in near proximity to the parent tumor, 
Thus it would seem that it would be sufficient 
to amputate the bowel approximately five cen- 
timeters below the parent tumor. If this can be 
done and the blood supply of the bowel will per- 
mit restoring continuity of the bowel, it would 
seem advisable to do so in selected cases. 

This particular growth, as pointed out 
(E.L.S.) was mainly below the peritoneal re- 
flection; therefore, the lower segment of the 
bowel, after extirpation of the tumor, was devoid 
of serosa. This causes a rather difficult anas- 
tomosis as sutures do not hold well and care 
must be exercised to avoid tension. Infection is 
not a serious problem because sufficient time is 
allowed to elapse following primary colostomy. 
The isolated bowel becomes surgically clean or 
void of pathogenic bacteria; approximately three 
weeks are sufficient for this to occur. Irrigations 
and mild antiseptics, such as boric acid or from 
one to five thousand potassium permanganate, 
may be administered. The pelvic peritoneum is 
closed about the bowel and above the site of the 
completed anastomosis. A small cigarette drain 
is placed to the site of the anastomosis and 
brought out the anterior abdomen. 

Microscopic study of this specimen revealed 
cancer cells in the perirectal fat, as well as lymph- 
node involvement. The question as to whether 
or not all cells had been removed became very 
important. The feeling was that they probably 
had not been. Roentgenotherapy, therefore, was 
decided upon. Dr. E. L. Jenkinson, radiologist 
at St. Luke’s Hospital, always wary of treat- 
ing patients in whom bowel and anastomosis 
recently had been done, felt that if sufficient 
therapy were had to destroy cancer cells, the 
anastomosis may break down. This thesis was 
well demonstrated in this case. About three 
months were allowed to elapse before therapy was 
begun. During the process of therapy, however, 
the mucous membrane, involving about one-half 
the circumference of the bowel, broke down. 
This required about six months to heal again. 
No complications, fortunately, arose. It is not 
known how much credit is due Roentgen therapy 
in this patient nor can we compare, for our re- 
sected malignancies are not treated routinely. 
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THE EFFECTS OF SMOKING* 
JEROME R. Heap, M. D. 


Associate Professor in Surgery, Northwestern 
University Medical School 


CHICAGO 


The present paper is a report of experiments 
undertaken in the hopes of explaining the nature 
of the hold which tobacco has upon its habitual 
users—Wwhy they feel so badly when they smoke 
and why they feel so much worse when they 
stop smoking. 

There is ample evidence apart from that sup- 
plied by experimental methods that tobacco con- 
tains drugs which are habit forming. Most per- 
sons who smoke, if they are quite frank, realize 
that it is bad for them, and wish frequently 
that they were rid of the habit. Most, too, make 
frequent ineffectual attempts to stop, and cut 
down or stop entirely, but then drift gradually 
back, realizing that the thing has them and that 
they cannot afford the months of discomfort and 
depression incident to the cure. Admitting their 
defeat, they content themselves with advising 
others not to start. 

Further evidence is the strange industry with 
which the smoker goes about finding tobacco or 
a match when the time comes for him to smoke. 
One would walk more than a mile for either 
of them. 

Before proceeding, I should remark that the 
statements made in this paper hold only for 
those who inhale tobacco smoke. The habit is 
rarely formed by those who do not draw the 
smoke into their lungs’ and the physiological 
effects here noted are not produced. The lungs 
are one of the largest and most important ab- 
sorbing surfaces of the body and it has been 
proved experimentally that drugs injected into 
them are absorbed more rapidly than when in- 
troduced into the body by any route save that 
of the blood stream. 

Further evidence in support of the contention 
that tobacco contains habit forming drugs is 
the fact that a tolerance can be acquired for it, 


This paper was written in the year 1930 and presented before 
the Evanston Branch of the Chicago Medical Society in May, 
1931. I have heretofore refrained from publishing it, feeling 
that observations made on a single case were not sufficiently 
ccnclusive. Although the whole subject of the effects of tobacco 
has been extensively investigated since this paper was prepared, 
on re-reading it lately it seemed to me that it was valuable in 
its description of the symptoms of tobacco deprivation and that 
the physiological findings were sufficiently suggestive to war- 
rant further investigation. 
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that eventually the smoker can take doses which 
if consumed when he was first starting to smoke 
would have been certainly fatal. In my own 
case, my first essays at smoking when a boy were 
followed by severe prostration, terrible nausea, 
and worse vomiting. Determined to be a man, 
I persisted and gradually acquired a tolerance. 
In spite of this, for many years, if 1 smoked a 
cigar or inhaled too many cigarettes, 1 became 
sick. I had to watch the dose. That is all past 
now and | can smoke any number of cigarettes 
or cigars, and can chew tobacco and swallow the 
juice without suffering worse consequences than 
a tiredness and laziness the following day. 

I became curious, as who would not, realizing 
that smoking kept me from normal efficiency, 
why I was unable to stop, why I felt so badly 
when | smoked, and why I felt so much worse 
when I did not; why I had to smoke as soon as 
I rose in the morning and before I felt awake 
and ready for the day, why I had to go out to 
smoke between acts at the theatre, why in fact 
I was such a slave to so pleasant and miserable 
a habit. 

Ordinarily I smoke ten to twenty cigarettes a 
day. If I smoke the latter number for a week 
or more I become tired, irritable, and nervous, 
and am troubled with insomnia. These symp- 
toms become so bothersome that I am led to cut 
down to ten or less a day but then, feeling 
better, I gradually relax the effort that this en- 
tails and am soon back at my maximum and am 
again soon warned to cut down. I do not smoke 
before breakfast, but I go down to eat before 
shaving so that I can get in my smoke without 
delay. The first morning cigarette occasionally 
makes me slightly dizzy and until I have finished 
it I do not feel awake or ready for the day. 
During the first hour after breakfast I usually 
smoke three or four cigarettes. After that I 
smoke whenever I am not doing something that 
makes it impossible. I smoke between courses 
at meals and rush my dessert so that I can have 
my cigarette. The desire seems greatest after a 
meal. Smoking just before a meal cuts down 
my appetite noticeably. I do not, as some do, 
wake up in the middle of the night to smoke. 
If I am nervous about anything or have any 
ordeal to go through, I smoke one cigarette after 
another. 

The pleasure of smoking is, like drinking 
water when thirsty, a relief from the discomfort 





284 ILLINOIS MEDICAL JOURNAL 


that rapidly develops if | do not smoke. The 
nature of this discomfort has been rather dif- 
ficult to analyze. Unless one regards it closely 
it is recognized merely as a desire to smoke. 
About an hour after I have had a cigarette I 
develop a peculiar sensation in my mouth. I 
cannot tell whether it is a dryness or a wetness 
or what it is, but my tongue and lips and cheeks 
come into my consciousness and seem swollen 
and burn slightly. I feel like sucking my 
cheeks, biting my lips, and scraping my tongue 
over my teeth. I experience a metallic taste. 
Sucking pebbles or hard candy or chewing gum 
afford considerable relief. This increases for an 
hour or two and then remains at its maximum 
for at least two months, which is as long as I 
have ever refrained from smoking. As it becomes 
more severe there develops a sense of tightness 
in the face. This and the other mouth sensa- 
tions are, as the experiments to be reported indi- 
cate, probably incident to an overactivity of the 
silivery glands. 

During the second hour and soon after the 
appearance of the mouth symptoms, I begin to 
he conscious of my legs and arms—in fact of my 
whole body. It is difficult to describe these sen- 
sations accurately, for there is no other feeling 
like it. It is not so much a pain as an awareness 
of every muscle and nerve in the body. This is 
the true urge to another cigarette and disappears 
almost with the first puff. It is very pleasant 
to be relieved of it. Coincident with the appear- 
ence of the other symptoms my respirations be- 
come slow and irregular. Typical vagal sighs are 
frequent. 

As the desire to smoke increases I become 
mentally dull. I cannot work or concentrate. 
If I keep awake | cannot sit still but have to 
walk about or do something. All that I can 
think of is smoking. I can go to sleep easily, 
much more easily than when I am smoking, and 
sleep is desirable as a relief from the discomfort. 
\ctive physical exercise, such as brisk walking, 
relieves most of the symptoms. 

It has long seemed certain to me that these 
severe subjective symptoms must be manifesta- 
tions of definite physiological alterations. To 
determine what these were, | studied the effect 
of smoking upon the pulse, the respirations, the 
blood ‘pressure, the basal metabolism, and the 
rate of salivary excretion. 
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On rising in the morning after eight hours 
of deprivation, | found that my pulse and res- 
pirations were slow, my blood pressure and basal 
metabolism low and my salivary secretion 
markedly increased. At this time of day and 
continuing until my first cigarette my pulse 
varies between 55 and 60 beats per minute and 
my respirations between 12 and 14. My blood 
pressure runs from 90 to 100 systolic and 60 
to 65 diastolic; my basal metabolism is —10 
to —5 and my salivary excretion 5 cc. in three 
minutes. I feel apathetic and mentally dull and 
irritable. 

By the time I have finished inhaling a cig- 
arette—almost immediately—all of these factors 
return to normal. My pulse rises to 84, my 
respirations to 20, my blood pressure to 120/75, 
my basal metabolism to Plus 4 or Plus 5, and 
the flow of saliva is stopped almost completely. 
At the first few puffs my head swims a little, 
but by the time I have finished the cigarette 
this has passed, my mental depression has dis- 
appeared and I feel awake and ready for the 
day. I almost immediately have the urge to 
defecate and do this promptly, rapidly, and 
satisfactorily. 

If I smoke only the one cigarette, all of the 
factors observed remain at their new level for 
approximately an hour, but then during the 
second hour begin to fall off, the pulse and 
respiration first, and the blood pressure later. 
The onset of these changes coincides with the 
appearance of the desire to smoke and the desire 
increases commensurately with the changes. The 
changes in the respiratory rate and rhythm are 
very noticeable. I breathe slowly and deeply 
and have occasional deep sighing respirations. 
By the end of two hours I am decidedly uncom- 
fortable and the readings have all approached 
the pre-smoking level. If, at this time I smoke 
another cigarette, they all return rapidly to 
normal as they did earlier. 

If I smoke every two hours during the day 
this same cycle is repeated during each period 
and the curve for the day shows a series of rapid 
rises and gradual falls, 

If I smoke every hour during the day there 
are slight falls towards the end of the first two 
hours but after that the pulse, blood pressure 
and respirations remain at a censtant normal 
level. Smoking more frequently does not further 
clevate them yet T have a feeling that towards 
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the end of the day I smoke more often and with 
less enjoyment than in the morning. I believe, 
although I have not proved it, that this is be- 
cause the nervous system has become tired from 
repeated stimulations. It is probable that this 
also explains the increase in the general physical 
weariness which approaches towards evening and 
which is greater on days during which I have 
smoked excessively. 

These findings suggest that inhaling tobacco 
smoke stimulates the sympathetic nervous sys- 
tem, as opposed to the parasympathetic, much as 
does adrenalin, and that eventually these nerves 
become dependent upon the drug to maintain 
them in normal tone and to keep them in balance 
with the parasympathetics. When the habitual 
smoker refrains from smoking his sympathetic 
nervous system, dependent on the drug for 
normal function, becomes depressed and the 
parasympathetics assume control. He becomes 
definitely vagotonic. He must smoke to remain 
normal, 

As has been stated, the phenomena studied, 
the pulse, respirations, blood pressure, basal 
metabolism, and salivary excretions, all indicate 
that cessation of smoking induces a predomi- 
nance of the parasympathetic nerves over the 
sympathetic. If this is so, then all of the other 
vegetative functions are altered by smoking or 
by refraining from smoking. ‘Tobacco depriva- 
tion must produce an increased secretion of 
gastric juice, an increased peristalsis, a tighten- 
ing of the gastrointestinal and urinary bladder 
spincters, an increased secretion of insulin, a 
lowering of blood sugar and so on and so forth. 
On the other hand, smoking must cause a de- 
crease in the secretion of gastric juice, a cessation 
of peristalsis, in fact the reverse of all the states 
produced by not smoking. 

These changes explain why smoking immedi- 
ately before a meal destroys the appetite, by 
cutting down the psychic flow of saliva and 
gastric juice and this loss of appetite helps to 
explain the loss of weight incident to smoking 
and the rapid gain on stopping. Stimulation 
of the sympathetics accounts for the prompt 
appearance of the desire to defecate after the 
first morning cigarette, and preponderance of the 
parasympathetics, the tendency to rectal consti- 
pation and incomplete defecation associated with 
refraining from smoking. 
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The effects on the entire cardiovascular system 
can easily be predicated. 

That smoking causes a stimulation of the 
sympathetics and not smoking a domination of 
the parasympathetics is not entirely a justifiable 
conclusion. The phenomena observed can as well 
be interpreted in the opposite sense, that tobacco 
causes a depression of the parasympathetics, 
which, upon the habitual use of the drug, adapt 
themselves to withstand it and maintain their 
function under its effects, and upon cessation 
of its use become overactive. 

Granting that smoking is a physiological habit, 
it is important to know how strong a habit it is. 
Bert Leston Taylor used to speak of it and de- 
fend it as one of the minor vices; and that it 
is not a bad one is argued by the relative im- 
punity with which it is indulged in by so large 
a proportion of the population. 

As vices go, it is probably comparable to the 
common cold among illnesses. But the common 
cold, while not threatening life, is, because of 
its prevalence, a very important disease, account- 
ing in the aggregate for a tremendous loss of 
working time and a still greater loss of working 
efficiency. Smoking similarly, while rarely caus- 
ing serious consequences, certainly is a bad thing 
for the individual and for the race. 

It is not an especially strong habit. While 
it is uncommon to find anyone who inhales who 
stops permanently, many do stop for long 
periods. Those who stop permanently do so 
usually because they have been frightened by 
symptoms attributed to smoking. Deprivation 
causes discomfort but no serious manifestations. 

In my own case, I can bring myself to undergo 
the discomfort incident to stopping only by im- 
posing upon myself some forfeit for breaking 
my resolution. I can do this best by betting 
with some one else that I will not smoke for 
a given period. In this case pride and the un- 
willingness to lose the bet are sufficient to hold 
me to my purpose. I recently stopped for two 
months. I did not, during this time, keep 
records of the phenomena observed in the shorter 
experiments and consequently can only report on 
my subjective symptoms and the more obvious 
physiological phenomena. 

After the first day, and as soon as I had 
convinced myself that I would not give in to 
my desire, the discomfort was less bothersome. 
It was not absent, but I simply went about my 
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that rapidly develops if 1 do not smoke. The 
nature of this discomfort has been rather dif- 
ficult to analyze. Unless one regards it closely 
it is recognized merely as a desire to smoke. 
About an hour after I have had a cigarette I 
develop a peculiar sensation in my mouth. I 
cannot tell whether it is a dryness or a wetness 
or what it is, but my tongue and lips and cheeks 
come into my consciousness and seem swollen 
and burn slightly. Ifeel like sucking my 
cheeks, biting my lips, and scraping my tongue 
over my teeth. I experience a metallic taste. 
Sucking pebbles or hard candy or chewing gum 
afford considerable relief. This increases for an 
hour or two and then remains at its maximum 
for at least two months, which is as long as I 
have ever refrained from smoking. As it becomes 
more severe there develops a sense of tightness 
in the face. This and the other mouth sensa- 
tions are, as the experiments to be reported indi- 
cate, probably incident to an overactivity of the 
salivery glands. 

During the second hour and soon after the 
appearance of the mouth symptoms, I begin to 
he conscious of my legs and arms—in fact of my 
whole body. It is difficult to describe these sen- 
sations accurately, for there is no other feeling 
like it. It is not so much a pain as an awareness 
of every muscle and nerve in the body. This is 
the true urge to another cigarette and disappears 
almost with the first puff. It is very pleasant 
to be relieved of it. Coincident with the appear- 
ence of the other symptoms my respirations be- 
come slow and irregular. Typical vagal sighs are 
frequent. 

As the desire to smoke increases I become 
mentally dull. [ cannot work or concentrate. 
If I keep awake | cannot sit still but have to 
walk about or do something. All that I can 
think of is smoking. I can go to sleep easily, 
much more easily than when I am smoking, and 
sleep is desirable as a relief from the discomfort. 
Active physical exercise, such as brisk walking, 
relieves most of the symptoms. 

It has long seemed certain to me that these 
severe subjective symptoms must be manifesta- 
tions of definite physiological alterations. To 
determine what these were, I studied the effect 
of smoking upon the pulse, the respirations, the 
hlood pressure, the basal metabolism, and the 


rate of salivary excretion. 
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On rising in the morning after eight hours 
of deprivation, I found that my pulse and res- 
pirations were slow, my blood pressure and basal 
metabolism low and my _ salivary secretion 
markedly increased. At this time of day and 
continuing until my first cigarette my pulse 
varies between 55 and 60 beats per minute and 
my respirations between 12 and 14. My blood 
pressure runs from 90 to 100 systolic and 60 
to 65 diastolic; my basal metabolism is —10 
to —d and my salivary excretion 5 cc. in three 
minutes. I feel apathetic and mentally dull and 
irritable. 

By the time I have finished inhaling a cig- 
arette—almost immediately—all of these factors 
return to normal. My pulse rises to 84, my 
respirations to 20, my blood pressure to 120/75, 
my basal metabolism to Plus 4 or Plus 5, and 
the flow of saliva is stopped almost completely. 
At the first few puffs my head swims a little, 
but by the time I have finished the cigarette 
this has passed, my mental depression has dis- 
appeared and I feel awake and ready for the 
day. I almost immediately have the urge to 
defecate and do this promptly, rapidly, and 
satisfactorily, 

If I smoke only the one cigarette, all of the 
factors observed remain at their new level for 
approximately an hour, but then during the 
second hour begin to fall off, the pulse and 
respiration first, and the blood pressure later. 
The onset of these changes coincides with the 
appearance of the desire to smoke and the desire 
increases commensurately with the changes. The 
changes in the respiratory rate and rhythm are 
very noticeable. I breathe slowly and deeply 
and have occasional deep sighing respirations. 
By the end of two hours I am decidedly uncom- 
fortable and the readings have all approached 
the pre-smoking level. If, at this time I smoke 
another cigarette, they all return rapidly to 
normal as they did earlier. 

If I smoke every two hours during the day 
this same cycle is repeated during each period 
and the curve for the day shows a series of rapid 
rises and gradual falls. 

If I smoke every hour during the day there 
are slight falls towards the end of the first two 
hours but after that the pulse, blood pressure 
and respirations remain at a constant normal 
level. Smoking more frequently does not further 
elevate them vet T have a feeling that towards 
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the end of the day | smoke more often and with 
less enjoyment than in the morning. I believe, 
although I have not proved it, that this is be- 
cause the nervous system has become tired from 
repeated stimulations. It is probable that this 
also explains the increase in the general physical 
weariness which approaches towards evening and 
which is greater on days during which I have 
smoked excessively. 

These findings suggest that inhaling tobacco 
smoke stimulates the sympathetic nervous sys- 
tem, as opposed to the parasympathetic, much as 
does adrenalin, and that eventually these nerves 
become dependent upon the drug to maintain 
them in normal tone and to keep them in balance 
with the parasympathetics. When the habitual 
smoker refrains from smoking his sympathetic 
nervous system, dependent on the drug for 
normal function, becomes depressed and _ the 
parasympathetics assume control. He becomes 
definitely vagotonic. He must smoke to remain 
normal, 

As has been stated, the phenomena studied, 
the pulse, respirations, blood basal 
metabolism, and salivary excretions, all indicate 
that cessation of smoking induces a predomi- 
nance of the parasympathetic nerves over the 
sympathetic. If this is so, then all of the other 
vegetative functions are altered by smoking or 
by refraining from smoking. ‘Tobacco depriva- 
tion must produce an increased secretion of 


pressure, 


gastric juice, an increased peristalsis, a tighten- 
ing of the gastrointestinal and urinary bladder 
spincters, an increased secretion of insulin, a 
lowering of blood sugar and so on and so forth. 
On the other hand, smoking must cause a de- 
crease in the secretion of gastric juice, a cessation 
of peristalsis, in fact the reverse of all the states 
produced by not smoking. 

These changes explain why smoking immedi- 
ately before a meal destroys the appetite, by 
cutting down the psychic low of saliva and 
gastric juice and this loss of appetite helps to 
explain the loss of weight incident to smoking 
and the rapid gain on stopping. Stimulation 
of the sympathetics accounts for the prompt 
appearance of the desire to defecate after the 
first morning cigarette, and preponderance of the 
parasympathetics, the tendency to rectal consti- 
pation and incomplete defecation associated with 
refraining from smoking. 
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The elfects on the entire cardiovascular system 
can easily be predicated. 

That smoking causes a stimulation of the 
sympathetics and not smoking a domination of 
the parasympathetics is not entirely a justifiable 
conclusion. The phenomena observed can as well 
be interpreted in the opposite sense, that tobacco 
causes a depression of the parasympathetics, 
which, upon the habitual use of the drug, adapt 
themselves to withstand it and maintain their 
function under its effects, and upon cessation 
of its use become overactive. 

Granting that smoking is a physiological habit, 
it is important to know how strong a habit it is. 
Bert Leston Taylor used to speak of it and de- 
fend it as one of the minor vices; and that it 
is not a bad one is argued by the relative im- 
punity with which it is indulged in by so large 
a proportion of the population. 

As vices go, it is probably comparable to the 
common cold among illnesses. But the common 
cold, while not threatening life, is, because of 
its prevalence, a very important disease, account- 
ing in the aggregate for a tremendous loss of 
working time and a still greater loss of working 
efficiency. Smoking similarly, while rarely caus- 
ing serious consequences, certainly is a bad thing 
for the individual and for the race. 

It is not an especially strong habit. While 
it is uncommon to find anyone who inhales who 
stops permanently, many do stop for long 
periods. Those who stop permanently do so 
usually because they have been frightened by 
symptoms attributed to smoking. Deprivation 
causes discomfort but no serious manifestations. 

In my own case, I can bring myself to undergo 
the discomfort incident to stopping only by im- 
posing upon myself some forfeit for breaking 
my resolution. I can do this best by betting 
with some one else that I will not smoke for 
a given period. In this case pride and the un- 
willingness to lose the bet are sufficient to hold 
me to my purpose. I recently stopped for two 
months. I did not, during this time, keep 
records of the phenomena observed in the shorter 
experiments and consequently can only report on 
my subjective symptoms and the more obvious 
physiological phenomena. 

After the first day, and as soon as I had 
convinced myself that I would not give in to 
my desire, the discomfort was less bothersome. 
It was not absent, but I simpiy went about my 
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business and frequently forgot it. 1 was more 
comfortable when walking or exercising strenu- 
ously or doing anything that tends to raise the 
blood pressure. The discomfort and desire was 
not constant. On some days I would notice 
them very little and again they would come 
back as strongly as ever and for ong periods 
the thought of smoking was constantly in my 
mind. Waves of desire to smoke were associated 
usually with lack of sleep or worry. The last 
week of the two months was the most difficult 
for the thought that I would soon be able to 
smoke was constantly with me. 

Throughout the two months I kept a piece 
of hard candy in my mouth most of the time. 
The oral discomfort persisted throughout the 
period. My appetite was better than it had been 
since I can remember. I looked forward to and 
enjoyed my meals, a thing I rarely do when 
smoking. During the two months, I gained 15 
pounds and was still gaining when the time 
came to smoke again. I slept well and was more 
rested when I wakened in the morning. When 
1 am smoking I am occasionally troubled with 
insomnia. This did not bother me and in the 
morning, instead of finding it almost impossible 
to get up, I wakened sharply and felt refreshed 
and liked rising immediately. 

Throughout the two months my bowels were 
sluggish and irregular, and defecation incom- 
plete and unsatisfactory. I rarely had the urge 
to move my bowels and when I did it was not 
at the habitual time. 

By the end of a week I noticed that cigarettes 
and tobacco in general had an odor that I had 
not associated with them since boyhood. I had 
always believed that cigarettes were different 
then, but realize now that saturation with 
tobacco smoke has made me insensitive to their 
sweetness and aroma. 

One of the striking phenomena incident to 
not smoking was my reaction to coffee. Coffee 
usually makes me nervous and a single cup after 
four in the afternoon will keep me awake far 
into the night. There are times when I am 
smoking much that even a single cup in the 
morning makes me nervous and excited until 
noon. During the two months that I was not 
smoking, I could drink ag much coffee as I 


wished without becoming nervous, and two cups 


at supper and one late in the evening failed to 
keep me from sleeping. 
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Finally the great day arrived and | hurried 
through my breakfast and sighed with relief as 
1 lit a cigarette. I was to be normal again. 
I was unpleasantly surprised. Not only did the 
smoke taste like that from an old rag but on 
attempting to inhale I was choked up as I had 
been when I was learning. It was evident that 
I would have to learn to smoke again. After 
taking a few puffs | threw the cigarette away 
and went to the store and bought a package of 
de-nicotinized cigarettes. These, although they 
tasted bad, I could inhale and doing this lustily 
1 went about my work. The second surprise 
I found myself nauseated— 
and | 


followed quickly. 
truly sick, as | had not been for years 
had to spend the morning in the rest room and 





in close proximity to the toilet. 

That was three months ago. By gradually in- 
creasing the dose I have again become a smoker 
and can inhale regular cigarettes like a regular 
fellow. 

It will seem strange to many that having 
stopped for two months one should return to a 
habit which he realizes is unnatural and deleteri- 
ous. I returned simply because I could no longer 
afford to be as inefficient and as disturbed 
psychologically as I was when refraining. It is 
my belief that the most serious and important 
effects of not smoking are manifested in changes 
in personality. Smoking, as we have seen, stim- 
ulates the sympathetic nervous system and, | 
am sure, has certain sedative effects upon the 
cerebrum. The sympathetic nervous system con- 
trols the function of the glands of internal 
secretion and these in large part determine one’s 
personality. When one smokes he is content to 
sit and do nothing else. He is stimulated 
physically and soothed mentally. Pressing prob- 
lems and the worry and perplexity of existence 
can be put off momentarily while one withdraws 
behind his smoke screen. When he comes out 
he is perhaps a little better able to deal with 
them. He is keyed up and the mind is in a 
state less easily daunted. However this works, 
it is certain that smoking weaves itself into 
one’s whole scheme of life. It is a pacifier, a 
stimulant, a temporary retreat. One’s whole 
physiology and psychology become dependent 
upon it. To stop is not only to alter one’s basic 
physiology but one’s whole personality, his whole 
method of reacting’ to his surroundings. One 
can no longer relax momentarily and escape, nor 
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stimulate himself to meet problems, or dull him- 
self to withstand their onslaught. He is a dif- 
ferent person, strange to himself, and life is 
different. To expect one to change 20-year-old 
habits of physiology is not too much, but to 
expect him to change psychological habits of this 
long standing, to alter his whole scheme of 
reacting to his surroundings is to expect more 
than is just or reasonable. Most prefer to go 
on with themselves as they have been rather 
than start anew with a personality that is strange 
and which may be, after all, less efficient and 
less satisfactory than that moulded for them by 
the drug. So they keep on smoking, but they 
advise others not to start. 

Tobacco contains drugs which have a powerful 
effect upon the sympathetic nervous system, 
drugs which are definitely habit forming. That 
smoking is a vice is certain but that, as B.L.T. 
has said, it is a minor vice, is equally sure, for 
most of us smoke immoderately and yet work 
hard and effectively and live long. It is even 
conceivable that smoking accounts in part for 
our ability to meet the increasing strain of busi- 
ness life without breaking. It is probable that 
for certain psychological types it is more bene- 
ficial than harmful. I feel that the psychiatrists 
would do well to investigate this aspect of the 
drug and perhaps prescribe it for their 
vagotonics. 

What role it has in producing disease is un- 
certain. To find that the blool 
smokers is not higher than that of non-smokers 
means this and nothing else. It does not mean 
that the repeated rises of blood pressure, the 
repeated lashes of the sympathetic nervous 
system do not affect the coronary vessels and in 
the long run lead to sclerosis and occlusion. 
It is quite conceivable that they do, and no 


pressure of 


one is justified in saying that the increase of 
sudden cardiac deaths in men under 60 is not 
bound up with the recent increase in cigarette 
smoking. We know that cigarette smoking plays 
a role in the etiology of Buerger’s disease and 
there is reason to believe that it should do some 
permanent damage to the whole peripheral vas- 
cular system. It must be definitely injurious 
to the sympatheticotonic personality. 

All of these questions are important, are un- 
decided, and are extremely difficult to investi- 
gate. That they should be investigated carefully 


bv the medical profession or the public health 
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service is obvious. It is an anachronism that as 
a people we should allow the cigarette manufac- 
turers to entice young men and young women to 
develop the habit of using so strong a drug with- 
out knowing more about the effects of its use. 





SOME EFFECTS OF THE INJECTION OF 
PITRESSIN IN DEMENTIA PRAECOX 
IstpoRE FINKELMAN, M. D. 

CHICAGO 


and 


ABRAHAM Simon, M. D. 
ELGIN 

Evidence of dysfunction of the vegetative 
nervous system in dementia praecox has been 
reported by many workers. However, it is not 
known whether there is a deficient reactivity of 
the peripheral portion of the vegetative nervous 
system, in the center, or both. A study of the 
effects of a drug which acts on the effector organs 
innervated by the vegetative nervous system 
should help in partly clarifying this problem. 
For this purpose we used pitressin. Pitressin is 
an active principle of the posterior pituitary 
gland which stimulates intestinal peristalsis, re- 
duces kidney excretion and is said to cause a 
rise in blood pressure. 

The effects of the injection of pitressin was 
studied in 15 acute schizophrenic patients, five 
patients with manic-depressive psychosis, four 
patients with epilepsy and five normal subjects. 
Ten units of pitressin were given intramuscularly 
and the blood pressure and pulse were taken 
every two minutes for thirty minutes. Due to 
the vasoconstrictor effects of pitressin the skin 
of the face was markedly blanched but no un- 
toward effects occurred. In many of the sub- 
jects these tests were repeated for several days. 
Blood sugar levels were also determined before 
and every fifteen minutes for ninety minutes 
after the injections of pitressin. There was a 
transient rise in blood pressure five minutes 
after the injection for an average of 10 mm. of 
mercury, systolic and diastolic in ten schizo- 
phrenics. In three there was no change and in 
two it was lowered. This slight pressor re- 


We are indebted to Parke-Davis & Co. for the pitressin 


used in these experiments. 
From the Department of Nervous and Mental Diseases, 


Northwestern University Medical School and the Elgin State 
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sponse, and at times a lowering of blood pres- 
sure, was also observed in the normal subjects 
and in the patients with epilepsy. In manic- 
depressive psychosis, however, there was a rise 
of about 20 mm. of mercury systolic and diastolic 
and a lowering of the blood pressure was not 
observed. The effect on the pulse rate was also 
similar in schizophrenics, normal subjects and 
epileptics, In each group there were equal in- 
stances of a rise, diminution or no change in 
the pulse rate. In the patients with manic- 
depressive psychosis, the pulse rate was always 
lowered. Blood sugar curves were obtained only 
in dementia praecox and in manic-depressive 
psychosis. In each group there was more often 
a hyperglycemic response and in a few instances 
no change. 

The most striking response to pitressin observed 
was the severe intestinal cramps, intense desire 
for defecation and successful expulsion of the 
contents of the colon in each of the normal 
subjects a few minutes after the injection of 
pitressin. The patients with schizophrenia 
neither complained of intestina) cramps nor was 
distress indicated in their facial expressions. The 
contents of the colon were not expelled for many 
hours after the injection. In the patients with 
epilepsy and manic-depressive psychosis we 
failed to make observation for this effect of 
pitressin. In view of this important finding 
on the failure of pitressin to cause peristalsis in 
dementia praecox, the problem will be studied on 
a larger scale with the aid of x-rays and kymo- 
graphic tracings. Prostigmine will also be used. 

The failure of pitressin in causing motility of 
the colon is of interest in view of the report by 
Henry of decreased motility and retention of 
barium in the colon in acute schizophrenia. He 
interprets this as due to predominance of the 
sympathetic division with a cessation of activity 
of the parasympathetic and, therefore, an inhibi- 
tion of digestive processes. 

303 HW. Chicago Ave. 
750 So. State, Elgin, U1. 
303 EH. Chicago Ave. 
750 So. State, Elgin, Ml. 
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ENDEMIC TYPHUS FEVER 
SamMueL J, Lane, M. D.* 


and Paut K. Boyrr, M. D.** 
EVANSTON, ILLINOIS 


Endemic typhus fever has been recognized in 
parts of the United States for many years. Since 
first observed by Brill in New York in 1897, it 


has been known to be present along the south- 


ern and eastern seacoasts from the Mexican 
border to New England. In central and west- 
ern United States it has been and continues to 
be a relatively rare disease. Its occasional oc- 
currence however, necessitates its consideration 
in certain cases of otherwise unexplained fever. 

Endemic or New World typhus is not to be 
confused with epidemic or Old World typhus 
fever, The latter is an ancient disease, highly 
infectious and associated with a high mortality 
rate. It thrives in filthy, overcrowded surround- 
ings and is transmitted by the human body louse. 
On the other hand, endemic typhus fever is 
usually mild, associated with a low mortality 
rate and is thought to be transmitted to man 
from a rodent reservoir by the rat flea," The 
diagnosis of epidemic typhus fever during an 
outbreak offers no difficulty. Endemic typhus 
occurring in its usual localities is also generally 
recognized, but when it appears in regions where 
it rarely occurs, as it may when individuals are 
travelling across the country from prevalent to 
non-prevalent areas, it leads to complications in 
the usual diagnostic procedures. 

CASE 

Miss L. G., a twenty-one year old university stu- 

dent, was admitted to the Evanston Hospita) on Janu- 


ary 6, 1988, and discharged on January 22, 1938. She 
had been perfectly well until two days before en- 
tering the hospital when her illness began. Her 
complaints on admission were fever, generalized aching 
particularly of the extremities and back with headache 
and malaise. The past history, family history and 
social history were essentially negative except for a 
trip to Florida during the Christmas holidays. 

Physical examination revealed a well-nourished, well- 
developed girl with a flushed face, slightly reddened 
throat and a short systolic murmur at the apex. All 
findings were otherwise normal except for a tempera- 


ture of 101.4° F., and a pulse of 94. The urinalysis 
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was negative, the leucocyte count 8,500 and the red 
cell count normal. <A tentative diagnosis of an in- 
fluenzal type infection was made giving considera- 
tion to the possibility of acute rheumatic fever, un- 
dulant fever and rheumatoid arthritis. 

For the first two hospital days the patient was 
treated symptomatically after which all discomfort 
disappeared. After having dropped to normal on the 
second day, the temperature began a step-like rise, 
reaching 103.8° F., on the sixth hospital day, the pulse 
remaining relatively slow, 90 to 100, Physical find- 
ings continued to remain essentially negative. 

During this period blood cultures, agglutination tests 
for typhoid, paratyphoid, undulant fever and tularemia 
were negative. No malarial parasites could be found 
on several examinations. The red-cell count, hemo- 
globin, leucocyte count and differential remained within 
normal limits. Roentgenograms of the chest were 
negative as were the Kahn, formol gel and the Forsman 
heterophile antibody tests. The sedimentation rate was 
clevated to 32 mm, in 45 minutes. 

On the tenth day of the illness, with the fever still 
103° F,, a rash was first noted on the upper abdomen, 
macular in type and not associated with itching. The 
lesions were small, 1 to 3 mm., discrete and reddish 
in color and were scattered over the abdomen, chest, 
neck, back and the medial surfaces of the upper ex- 
tremities and thighs. 

The appearance of a rash late in the course of the 
fever suggested the consideration of illnesses in which 
a rash appears several days after the onset of the 
fever. Because of the patient’s recent visit to Florida, 
diseases prevalent along the southeastern seacoast and 
rare in this part of the country such as dengue, typhus 
and Rocky Mountain spotted fever were included in 
the differential diagnosis. A Weil-Fleix agglutina- 
tion titre with proteus X 19 was found to be positive 
in a dilution of one to 1,280, the highest titre set 
up by the bacteriologist at that time. The test was 
repeated at the Northwestern University Medical 
School where the agglutination titre proved positive 
With proteus X 19 in titre of one to 5,120, with proteus 
OXK in one to 2,560 and with proteus OX 19 
one to 2,560. When repeated one month later, these 
titres were found to be the same. Dr. A. A. Day’ of 
the bacteriology department was of the opinion that 
agglutination in such high titres was unusual and 
signified typhus rather than spotted fever. 

Within three or four days the rash had disappeared: 
the temperature gradually returned to normal and on 


the nineteenth day of her illness, the patient was dis- 


charged with a diagnosis of endemic typhus fever. 


DISCUSSION 


Within the past two years no other case of 
typhus fever has been reported to the Illinois 
State Health Department.’ It is of interest to 
note that prior to 1936 several cases of typhus 
fever but practically no cases of Rocky Mountain 


spotted fever had been reported annually. Con- 
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versely, since 1936, several cases of the latter 
and none of the former have been reported. Due 
to the similarity of the two diseases, it appears 
that what had formerly been called typhus fever 
may in reality have been spotted fever, and it 
suggests that the incidence of typhus in Illinois 
is less than that indicated by statistics. These 
two Ricketsia diseases are much alike in onset 
and course but certain essential clinical differ- 


ences have been carefully described by Rumreich* 


and others. In general, the fever, symptoms 


and mortality of spotted fever are more severe. 
In both diseases the rash appears on or about 
the fifth day, tending to appear earlier in spotted 
fever. In typhus the rash is most prominent 
on the lower chest and upper surfaces of the 
arms and thighs; the palms, soles and face are 
rarely involved. In spotted fever the rash is 
first noticed and is most prominent on the wrists 
and ankles, spreading in centripetal fashion and 
may become generalized. Unlike typhus, the 
palms and soles are usually and the face fre- 
quently involved. 

The Weil-Felix titre with proteus X 19 is 
positive in both diseases but most authorities 
agree that the higher titres are found only in 
typhus fever. According to Topley and Wilson® 
the Weil-Felix titre in Rocky Mounain spotted 
fever is often weakly positive, and proteus OX 2 
and OXK are also sometimes agglutinated in low 
titre. On the basis of experience in many parts 
of the world, Zinsser and Bayne-Jones® believe 
that in true typhus fever the patient’s serum de- 
velops an agglutination titre of from 1-100 to 
1:200 by the end of the first week and that there 
is a gradual rise of the titre throughout the 
febrile period. In the most pronounced cases the 
titre may rise to 1:5000 although such high 
titres are relatively rare. Zinsser also believes 
that the titre in Rocky Mountain spotted fever 
does not go as high as it usually does in typhus. 
tay et al? have found that the serum of typhus 
cases often agglutinates in titres of 1:2500 be- 
tween the eighth and the twenty-first days of 
the illness. 

Cross immunity tests using guinea pigs can 
be made to conclude the differentiation between 
typhus and spotted fever since immunization of 
a guinea pig against one of the diseases does not 
protect against the other. In the described case 
this method was not used as the characteristic 
rash and the diagnostic high titre of the Weil- 
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Felix reaction appeared to be conclusive. By 
communicating with the Florida State Health 
Department, we found that they had encountered 
no cases of Rocky Mountain spotted fever during 
the past two years, whereas typhus fever had 
been occurring fairly frequently, ten cases having 
been reported in December 1937 and January 
1938 which coincided with the patient’s visit 
to Florida. 
CONCLUSIONS 


A case of endemic typhus fever is presented 
as an unusual cause of unexplained fever which 
could not be diagnosed by the ordinary labora- 
tory procedures. Only later in the course of the 
disease when the rash appeared was the diagnosis 
of endemic typhus fever made possible. 

636 Church Street. 
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THE PRACTICAL SIGNIFICANCE OF 
GROSS RECTAL BLEEDING 
Mortimer DramMonp, M.D. 
CHICAGO 


Rectal bleeding is one of the more common 
complamts which general practitioners treat, yet 
it is a well-known fact that many of them take 
very little interest in the problem. Why is this 
so? Why are these physicians sufficiently in- 
terested in such symptoms as precordial pain, 
epigastric distress, sterility, hemoptysis and what 
not, to carefully study them, but not in rectal 
bleeding which therefore is neglected? Surely 
the symptoms are of equal importance to the pa- 
tients and the patient with rectal bleeding is 
entitled to as much consideration and study as 
are the others. 





From the Proctologic Division of the Surgical Dispensary, 
Mount Sinai Hospital, Chicago, Illinois. 
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When a patient tells you he has vomited blood 
you do not look at his face or place a finger in 
his mouth and blindly try to make a diagnosis. 
That is stupid and very unscientific, but pre- 
cisely the method used by many physicians in 
trying to find the cause of rectal bleeding. The 
patient assumes a knee-elbow position, the physi- 
cian looks at the anus, perhaps finds an innocent 
skin tag, places a finger in the rectum and tries 
to feel an internal hemorrhoid which can’t be 
felt. He isn’t certain as to what he palpates 
and for want of a better diagnosis tells the pa- 
tient he has “piles,” prescribes mineral oil 
and suppositories and believes he has helped the 
patient. This negligent type of practice and the 
blind prescribing of local medicaments may lead 
to serious results and are to be condemned. 

Just as the diagnosis of hematemesis entails 
obtaining a careful history, carefully examining 
the patient, having the gastric contents and the 
stools examined, taking gastrointestinal x-rays, 
and having gastroscopy performed ; so to find the 
cause of rectal bleeding a physician must take 
a history of the complaints, thoroughly examine 
the patient and make a complete proctologic 
study. The latter includes proctosigmoidoscopy. 
examination of the stool and any rectal dis- 
charge, and x-raying the colon. The diagnosis 
cannot be properly made by any other method. 

In the majority of cases gross blood that is 
passed per anum originates in _ pathological 
changes of the perianal region or lower ali- 
mentary canal. Occasionally its source is in the 
upper gastrointestinal tract. Urinary and genit- 
tal hemorrhage cause confusion at times, but are 
easily differentiated by tamponing the urethral 
and vaginal orifices. 

Rectal bleeding is a sign of a large number 
of conditions. Usually it signifies a benign 
lesion, but it also evidences a malignant one. 
Often the two coexist just a few inches apart. 
If this fact isn’t kept in mind the malignancy 
beyond the reach of the finger will be missed 
unless a sigmoidoscopy is done. Only too fre- 
quently patients undergo hemorrhoidectomy 
while a carcinoma of the rectum or rectosigmoid 
which has been overlooked is permitted to prog- 
ress from an operable to an inoperable stage. 

To avoid this grave error, it is incumbent upon 
the physician to see that every patient with rectal 
bleeding receives a complete proctologic exam- 
ination, which is not considered complete until 
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two questions are answered. These questions 
are: (1) what is the source of the bleeding, and 
(2) is a malignancy present. 

There are three essentials to the proper diag- 
nosis of gross rectal bleeding. These are (1) 
A knowledge of the anatomy of the anal canal 
and rectum; (2) A careful history, and (3) A 
general physical examination and a complete 
proctologic study. Briefly, the important ana- 
tomical markings are these: The perianal skin 
converges at the anus and continues as the lining 
of the anal canal. At Hilton’s White Line the 
epithelium becomes transitional in type.  Hil- 
ton’s White Line is a linear depression which can 
be felt between the subcutaneous portion of the 
external sphincter and the internal sphincter, 
about half an inch proximal to the anus. Through 
the anoscope this depression appears whitish in 
color due to the connective tissue separating the 
sphincters and shining through the lining of the 
anal canal. 

The juncture of the anal canal with the rectum 
is marked by the pectinate line and insertion of 
the levator ani muscle. The area between Hil- 
ton’s White Line and the pectinate line is 6—9 
mm. wide and was named the “‘Pecten” by 
Stroud! in 1896 from the resemblance to a comb. 
This is the site of the condition known as “Pec- 
tenosis.” 

The subcutaneous portion of the external 
sphincter muscle encases the distal portion of the 
anal canal, being on a plane with the internal 
sphineter which encircles the proximal portion of 
the canal. The latter is a continuation of the 
circular muscular coat of the rectum and is en- 
cased by the deep portion of the external 
sphincter. The longitudinal or external muscu- 
lar coat of the rectum ends opposite the pectinate 
line in a fibromuscular septum which runs be- 
tween the sphincters to be inserted into the lining 
of the anal canal. 

Due to the purse-string action of the sphincters 
the rectal mucosa is thrown into vertical folds 
called columns of Morgagni. Their apices are at 
the pectinate line where each has a tiny mucosal 
projection called the “anal papilla.” Between 
each column of Morgagni a small semi-lunar fold 
of mucosa is present. This is an anal valve, 
behind which is a small depression known as an 
anal crypt. Hellwig? has shown that a small duct 
opens into the majority of these crypts. 

The rectum is divided by three valves—the 
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rectal valves of Houston. The superior one is on 
the left, the middle one on the right and the 
inferior one on the left. These are capable of 
contracting and narrowing the rectal lumen. 
Similarly, a sphincterie mechanism exists at the 
rectosigmoidal juncture. This is known as 
0’Beirne’s sphincter. 

The pectinate line is an important landmark. 
Above it the blood supply is furnished by the 
superior hemorrhoidal artery and the middle 
hemorrhoidal arteries. Below it by the inferior 
hemorrhoidal arteries. Internal hemorrhoids 
originate above the pectinate line and external 
hemorrhoids below it. 

The innervation is sympathetic above and cere- 
brospinal (S2, 3, 4,5) below the line. There- 
fore, the ordinary pain sense is absent above the 
pectinate line and pain is less prominent clini- 
cally in lesions located there. 

The second essential in the diagnosis of rectal 
bleeding is the history which is important be- 
cause the details of the bleeding and the asso- 
ciated symptoms often point to the location of 
the lesion or the causative lesion itself. 

What are the characteristics of gross rectal 
hemorrhage? The bleeding is either external 
or internal, mild or severe, and independent or 
associated with defecation, straining, or instru- 
mentation. The blood is bright or dark red, 
mixed with the feces, found on the stool, paper, 
instrument, or underclothing, or in the water. 
Generally, the brighter red the blood is the lower 
its origin, and the darker, the higher its source. 
However, blood from a severely bleeding high 
lesion as a peptic ulcer, might be red when 
passed, while retained blood originating in the 
sigmoid can turn dark before being eliminated. 

The associated symptoms include: pain, burn- 
ing, itching, swelling, protrusion, prolapse, dis- 
charge, urgency and frequency of defecation, 
change in bowel habit, constipation, diarrhea. 
loss of weight, fever, anemia and leucocytosis. 

The third essential—the proctologic examina- 
tion—is the most important procedure in the 
diagnosis of rectal bleeding because it permits 
visualization and differentiation of the lesions. 

It is much easier to obtain a history when one 
has some classification on which to base the ques- 
tions. The anatomic position of the lesion is-a 
practical means of classifying the various patho- 
logic entities which cause rectal bleeding. This 
divides the lesions into five groups each of which 
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has in a general way its own type of bleeding and 
associated symptoms. 

These groups are (1) the Perianal, (2) the 
Anal Canal, (3) the Pectinate, (4) the Rectal, 
and (5) the Colon. 

Bleeding in the perianal group of lesions 
(Chart I) is external, bright red, and usually 
small in amount. Generally it is independent 
of bowel movement, developing in the course of 
some pathologic process or trauma. The blood is 
found on the paper, undergarment, or instru- 
ment, and occasionally on the stool or in the 
water. Pain and itching are concomitant symp- 
toms. 

CHART I 
ANATOMIC CLASSIFICATION OF GROSS 
RECTAL BLEEDING 


Group 1.  Perianal Lesions. 
Bleeding—Independent of Defecation; External. 
Blood—Bright red; Small amount found on_ finger, 

Tissue, Garment. 

Pain—Independent of Defecation. 

Lesions 1. Thrombosed External Hemorrhoid ulcerated 
through skin tag. 

. Anal verge varicosity. 

Pruritus ani. 

Perianal abscess. 

Perianal fistula. 

Perianal wart. 

Perianal ulceration. 

Perianal wound. 

Perianal surgical procedure. 


SRPNAWSHy 


The commonest perianal lesion is the external 
hemorrhoid, which does not bleed unless some 
complication develops. The most frequent com- 
plication is thrombosis, which may be followed 
by ulceration of thé*raised overlying skin tag. 
Then, with spontaneous extrusion of the clot, 
hemorrhage usually slight, but occasionally more 
severe, may result. Pain developing with the 
onset of the thrombosis disappears with extrusion 
of the clot. The diagnosis is made by inspection 
which reveals the external hemorrhoids and the 
ulcerated, bleeding skin tag beneath which a por- 
tion of the thrombus may be still present. 

An anal verge varicosity bleeds only when an 
overlying fissure or ulcer extends or is torn into 
it, as can happen during straining or instru- 
mentation. The bleeding may be profuse, defeca- 
tion is painful, and examination discloses a 
tightly contracted anal sphincter, and the fissure 
at the base of which is the bleeding varicosity. 

In pruritus ani bleeding is insignificant and 
the result of scratching the pruritic skin. The 
blood is found on the finger, paper or under- 
garment, and the diagnosis is made by observing 


the bleeding points in the fissured, denuded, 
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excoriated, thickened, often weeping perianal 
skin. 

External bleeding from a perianal abscess or 
an anorectal fistula is unimportant and appears 
when the abscess ruptures through the skin or 
is traumatized by instrumentation. Constant, 
increasing pain and swelling in the perianal 
region are the outstanding symptoms and are 
relieved by the discharge of the pus, which, mixed 
with a small amount of blood is seen coming from 
the external opening. 

A perianal wart or ulceration bleeds when 
traumatized, and the hemorrhage from a_peri- 
anal wound or surgical procedure does not pre- 
sent any diagnostic difficulty. 

The next group of lesions are in the anal canal 
(Chart IT) and differ from the perianal entities 
mainly in one respect—they bleed during bowel 
movement. Little blood is lost because the anal 
canal is closed immediately after defecation. Pain 
is prominent and more closely associated with 
howel movement than in the perianal group. 

CHART AT 


ANATOMIC CLASSIFICATION OF GROSS 
RECTAL BLEEDING 


Group 11. Anal Canal Lesions. 

Bleeding—Associated with defecation; external. 
Blood—Bright red; Small amount, Found on feces, Tissue. 
Pain—Prominent. Associated with defecation. 

Lesions 1. Tear of normal lining of anal canal. 

. Tear of friable lining of anal canal. 

Prolapsed anal mucosa. 

Fissure in ano. 

Stricture. 

Epithelioma. 


ae k wy 


The forceful passage of a large, hard, rough 
stool may tear normal mucosa lining the anal 
canal to give pain and slight bleeding. The tear 
is easily detected through the anoscope. Simi- 
larly, foreign bodies and instrumentation may 
cause bleeding, which bowel movement aggravates 
by reopening the wounds. 

As a result of infection or a chronic discharge 
the lining of the anal canal becomes friable and 
is easily traumatized during defecation or instru- 
mentation. The bleeding that results is slight 
and the examination reveals the tear in the 
friable bleeding mucosa. In some cases varicosi- 
ties are present and when these are involved by 
the trauma the hemorrhage is larger. The diag- 
nosis is made by the presence of the bluish vari- 
cosities bleeding through the torn, friable mucosa 
of the anal canal. 

The mucosa of the anal canal may become 
stretched by a subcutaneous hematoma or throm- 
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bus of an underlying varicosity. This stretched, 
redundant mucosa may prolapse through the 
anal canal, become friable and denuded, and will 
bleed if traumatized by stool or friction. The 
bleeding, eroded, or ulcerated, prolapsed mucosa 
is easily found on inspection. 

The outstanding symptoms of an anal fissure 
is sharp pain during bowel movement, while 
bleeding usually is slight. The blood often 
streaks the stool. A sphincter spasm arouses 
suspicion of its presence and finding the ulcer 
with its sentinel pile makes the diagnosis. 

About two per cent.® of the malignant growths 
in the lower 24 cm. of the bowel are in the anal 
canal. While excruciating pain is the most promi- 
nent symptom of an anal canal epithelioma, 
slight bleeding does occur with defecation and 
is the result of necrosis and trauma. The lesion 
may closely resemble a benign fissure but is dif- 
ferentiated by being somewhat fixed and in- 
durated. Biopsy verifies the diagnosis. 

The third group of lesions are in the pectinate 
zone (Chart III), duplicate the hemorrhage of 
the anal canal entities, and in addition bleed in- 
ternally. Pain, burning, and itching accompany 
this group. 

CHART III 


ANATOMIC CLASSIFICATION OF GROSS 
RECTAL BLEEDING 


Group ITI. Pectinate Lesions. 

Duplicates Anal Canal Group in 
Bleeding—Associated with Defecation. 
Rlood—Bright Red; Small Amount Found on _ Feces, 

Tissue. 

Differs from Anal Canal Group in 
Bleeding—Internally and Externally. 
Pain—Less prominent. 

Burning and itching with B. M. 

Lesions 1. Cryptitis. 

Papillitis. 

Infected internal blind sinus. 

Internal rupture of perirectal abscess. 

Tuft of granulation tissue. 

Stricture. 

7. Torn anal valve. 


Av AYN 


Bleeding in cryptitis accompanies defecation, is 
slight and the result of trauma to be congested 
or eroded crypts. Burning and itching are fre- 
quently present, and the tender crypts appear 
injected, eroded, or ulcerated when viewed 
through the proctoscope. 

Papillitis is often associated with cryptitis and 
produces identical symptoms. Trauma during 
defecation causes the swollen, injected and con- 
gested papillae to bleed. On palpation they are 
indurated, tender and enlarged, and through the 
proctoscope may be seen plastered down over 
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adjacent inflamed crypts. Hypertrophic papillae 
may prolapse through the anal canal. 

The mucosa surrounding the opening of an 
infected internal blind sinus is usually injected, 
and may bleed slightly when traumatized during 
defecation or instrumentation. The sinus is 
tender, and through the proctoscope one sees 
the injected, eroded mucosa around its opening 
from which pus may escape and into which a 
hook falls very easily. Pain, burning, soreness 
and itching are associated symptoms. 

Bleeding occurs when a perirectal or perianal 
abscess ruptures internally, and usually is masked 
by a purulent discharge. The constant severe 
pain is alleviated, and the internal opening is 
found in a crypt. 

In chronic, deep, inadequately draining ab- 
scesses and in fistulae a tuft of granulation tissue 
may form in the internal opening. This is very 
friable and bleeds very easily. 

An obstructing, postoperative stricture may 
involve the anal canal, pectinate zone, or lower 
rectum, and will bleed if torn by instrumentation 
or defecation. Bleeding is external from an anal 
canal stricture and internal from the rectal and 
pectinate strictures. However, in the latter, 
bleeding can be external when the sphincters are 
incompetent. Frequently, bleeding is severe and 
immediate measures must be taken to prevent 
serious loss of blood. 

Bleeding from a torn anal valve usually is 
mild but may be severe, collect in the rectum, and 
be passed as a clot with or without bowel move- 
ment. 

The largest group of lesions causing hemor- 
rhage are in the rectum (Chart IV) and present 
all of the characteristics of bleeding. Pain is 
less prominent in this group than in the pec- 
tinate, anal canal, and perianal types. 

CHART IV 


ANATOMIC CLASSIFICATION OF GROSS 
RECTAL BLEEDING 

Group IV. Rectal Lesions. 

This is the largest group. 
defecation and presents all the characteristics of rectal 
hemorrhage. 

Pain—-Not prominent. 
Tenesmus—Frequent. 


Bleeding is associated with 


Lesions: 
1, Internal Hemorrhoid 11. Worms 
2. Prolapsed Int. Hemorrhoid 12. Carcinoma 
3. Proctitis 13. Adenoma 
4. Prolapsed Rectal Mucosa 14. Lipoma 
5. Procidentia Recti 15. Papilloma 
6. Active Inflam. Stricture 16. Angioma 
7. Healed Fibrous Stricture 17. Polypoidosis 
8. Rectal Ulceration 18. Hypert. T. B. 
9. Rectal Injury 19. Adenomyoma 
10, Foreign Body 20. Prostate Ca. 
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The internal hemorrhoid is the commonest 
pathologic entity of the rectum. It is the most 
frequent cause of rectal hemorrhage, bleeding in 
90 per cent. of the cases. At first, the patient 
discovers a small amount of bright red blood on 
the stool or paper, which through the proctoscope 
is seen to come from the eroded, ulcerated or 
traumatized, friable mucosa covering the hemor- 
rhoidal varicosity. With ulceration into the 
venous spaces, the bleeding becomes more pro- 
fuse, at times continuing after defecation to be 
passed later as a blood clot. Diarrhea, constipa- 
tion, and straining aggravate the bleeding. 

Prolapse of the internal hemorrhoid leads to 
further vascular disturbance, more erosion and 
ulceration, and more bleeding, which usually 
ceases soon after it is returned into the rectum. 

The bleeding in proctitis usually is slight un- 
less associated with a colitis, and through the 
proctoscope is seen to be due to mucosal erosion 
or injury to the mucosal vessels. The patient 
complains of heaviness in the rectum with tenes- 
mus, urgency and frequency of defecation. 

In prolapse of the rectal mucosa and in pro- 
cidentia recti bleeding is usually slight coming 
from erosions, ulcerations, or traumatic lesions 
of the mucosa, and ceases soon after reduction. 

The bleeding associated with an active, in- 
flammatory rectal stricture is part of mucopuru- 
lent discharge and somewhat dark in color. 
Healed fibrous rectal strictures bleed only when 
traumatized in which case bright red blood is 
passed. 

Bleeding from rectal ulceration is dependent 
upon the number of vessels involved and the 
amount of damage to them. The blood may be 
passed with stool or as part of a purulent dis- 
charge which may be present. Through the 
sigmoidoscope one may see that the ulcerative 
process in the rectum is part of a similar one 
involving the colon. 

The hemorrhage from rectal injuries varies 
with the type and extent of the wounds. Blood 
that collects in the rectum is eliminated imme- 
diately or after some delay. If the peritoneum 
is opened bleeding occurs into the peritoneal 
cavity. Similarly, hemorrhage may take place 
into the bladder, vagina and other organs. Many 
wounds are easily seen through the proctoscope, 
but some can only be found by laparatomy. 

The bleeding from foreign bodies in the rectum 
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is traumatic, and often more difficulty is encoun- 
tered in treatment than in diagnosis. 

When worms cause bleeding they do so by 
traumatizing the mucosa. Usually they are 
scattered throughout the colon, being especially 
numerous in the cecum. Therefore, bleeding 
which may be diffuse is more marked proximally 
where the blood can easily mix with the stool. 
The worms may be seen on the stool or through 
the sigmoidoscope on the eroded mucosa. 

Carcinoma of the rectum is not the most fre- 
quent but the most important cause of rectal 
bleeding due to its seriousness. Bleeding is not 
only its commonest sign, being present in 90 per 
cent of the cases, but also its initial sign 33 per 
cent of the time.* A small amount of blood may 
be passed with the stool or an alarming hemor- 
rhage may ensue. Irregularity of bowel habit, 
pain and blood in the stools should arouse sus- 
picion of its presence, and the diagnosis is made 
by finding the fixed, indurated, somewhat tender, 
friable tumor mass that often is centrally necrotic 
and ulcerated, and bleeds upon the slightest 
trauma. Biopsy verifies the diagnosis. Eighty 
per cent of the carcinomas are within finger 
reach and an additional number can be seen 
through the sigmoidoscope. Thus the importance 
of a complete proctologic examination in rectal 
bleeding becomes clearly evident. 

In the group of benign and rare tumors of 
the rectum are four with the tendency to bleed. 
The adenoma, which originates in a gland of 
Lieberkuhn is the commonest and the most im- 
portant because it frequently undergoes malig- 
nan degeneration. It constitutes sixty-three® to 
eighty ® per cent of the tumors of the rectum and 
may or may not cause symptoms. Bleeding with 
defecation is its most frequent sign resulting 
from ulceration, trauma and malignant degenera- 
tion. The loss of blood usually is slight, spotting 
the stool, but may be moderate with prolapse, and 
alarming with spontaneous amputation of the 
adenoma.” On proctoscopic examination one finds 
the sessile or pedunculated, grapelike, pink to 
dark red, ulcerated or bleeding tumor. 

The second most common benign tumor is the 
lipoma which arises from the subserosa or sub- 
mucosa. It, too, may be symptomless, but bleed- 
ing is a frequent and often initial sign incident 
to ulceration of the overlying mucosa or tumor 
itself. Through the proctoscope one may see the 
ulcerated, elevated mucosa, or the sessile or 
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pedunculated, lobulated, rounded, or ovoid tumor 
that is ulcerated when bleeding is present. 

The third tumor, the papilloma, is rare and 
originates in the intestinal mucosa in a crypt of 
Lieberkuhn. Its outstanding symptom is bleed- 
ing, though large growths may be accompanied 
by tenesmus and the frequent discharge of mucus. 
The tumor is sessile, being composed of many 
closely set villi that show ulcerations. 

The fourth tumor, the angioma, is one of the 
rarest tumors of the rectum. It apparently is 
congenital arising from the submucosa. Ulcera- 
tions may lead to fatal hemorrhage and the diag- 
nosis is made by the proctoscopie finding of a 
purplish tumefaction often surrounded by small 
areas resembling nevi. 

The multiple adenomas of polyposis of the 
rectum bleed when they are ulcerated, trauma- 
tized, or undergo malignant degeneration, and 
present little diagnostic difficulty. The patient 
complains of bleeding with defecation or often, 
frequent bloody mucoid discharges. The numer- 
ous grapelike growths of varied size, shape, and 
color seen through the proctoscope can’t be con- 
fused with anything else. 

When bleeding is present in hypertrophic 
tuberculosis of the rectum it usually is slight and 
due to ulceration of the covering mucosa. The 
lesion simulates a carcinoma and biopsy is nec- 
essary for differentiation. 

An adenomyoma of the rectovaginal septum 
that has ulcerated through the rectal wall bleeds 
during the menstrual period. Constipation is 
a concomitant symptom. The ulcerated, bleed- 
ing mass in the rectovaginal septum is moder- 
ately fixed and differentiated from carcinoma by 
biopsy. 

Rectal bleeding from a prostate carcinoma that 
has extended through the rectal mucosa is due to 
ulceration and trauma. Urinary symptoms usually 
precede the rectal bleeding, and the diagnosis is 
made by finding the extra rectal mass fixed to 
the prostate and ulcerated into the rectum. 
Biopsy substantiates the diagnosis. 

There are two outstanding characteristics of 
bleeding associated with pathological fiadings in 
the colon (Chart V) namely: (1) the hemor- 
rhage is internal, and (2) the blood is mixed with 
the stool. Diarrhea is frequently present and 
cramps due to spasms of the colon may be very 


severe. 
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CHART V 
ANATOMIC CLASSIFICATION OF GROSS 
RECTAL BLEEDING 


Group V. Colon Lesions. 

Bleeding is internal. 

Blood is bright or dark red, mixed with the feces and often 
passed as part of a mucopurulent discharge. 

Diarrhea and cramps frequent. 

Lesions 1. Acute Bacillary dysentery. 

2. Amoebic dysentery. 

3. Chronic Thrombo-Ulec. colitis. 

4. Tuberculous colitis. 

5. Diverticulitis, 

6. Intussusception. 

7. Carcinoma of left colon. 

8. Carcinoma of right colon. 

9. Metallic poisoning. 

10. Non-specific granulomatous colitis. 

Blood forms a conspicuous part of the muco- 
purulent discharge seen in acute bacillary dys- 
entery. At the onset it is bright red because the 
colon is emptied at frequent intervals. Later, as 
the number of discharges lessen, it becomes 
darker, and with healing, gradually disappears. 
The feces are liquid and mixed with the dis- 
charge. Toxemia often is marked and diarrhea, 
cramps and tenesmus are prominent. The mucosa 
as seen through the sigmoidoscope is intensely 
injected and covered with innumerable, pinpoint 
to a few millimeters in diameter ulcerations with 
hemorrhagic and purulent bases, and the slightest 
trauma produces severe bleeding. Culture and 
agglutination tests identify the causative or- 
ganism. 

In general, there is less blood in the discharges 
of amoebic dysentery than in bacillary dysentery. 
The toxemia, too, is usually milder. Viewed 
through the sigmoidoscope, the typical mucosal 
uleers are buttonhole or umbilicated being cir- 
cular or elliptical, 5 to 10 mm. in diameter with 
sides elevated up to 2 mm. and bases yellowish 
and necrotic. The mucosa between the .ulcers 
is usually quite normal. The amoebae or cysts 
are found in the stool, discharge or smear from 
the base of. the ulcer. 

Chronic ulcerative colitis is characterized by a 
bloody mucopurulent discharge and diarrhea. 
Through the signmoidoscope one sees that the 
mucosal picture varies with the stage of the dis- 
ease. Early it is granular, injected, and covered 
with innumerable pinpoint to pinhead sized 
hemorrhagic ulcerations in between which are 
minute mucosal abscesses. Later, larger, irregu- 
lar ulcers and small steelate scars may be present. 

In tuberculous colitis bleeding is mild and 
often occult. Diarrhea may be present and the 
patient has an advanced pulmonary tuberculosis. 
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Sigmoidoscopically, the ulcers are a few milli- 
meters to several centimeters in diameter, irregu- 
lar, and have slightly raised, reddened, and often 
undermined edges. Their bases are covered with 
yellow pyogenic membranes beneath which tuber- 
culous granulation tissue is found. The mucosa 
may present vascular changes. 

Rectal bleeding is present in a small number 
of the cases of diverticulitis. Usually it is mild 
and due to fecal traumatization of the congested 
mucosa in the region of the diverticula. The 
history of left lower quadrant pain, constipation 
and a mass in the region of the sigmoid point 
to the diagnosis which is confirmed by sigmoido- 
scopy and x-ray examination. 

Bleeding is of diagnostic importance in intus- 
susception, usually appearing within 12 hours 
following the onset of the severe cramps and 
shock which seize the child. The bleeding results 
from venous congestion and necrosis due to in- 
terference with circulation, and the blood is 
passed alone or with some mucus. The history 
and presence of a tumor suggest the diagnosis 
and the intussusception may be seen through the 
signmoidoscope. 

In carcinoma of the left side of the colon, 
bleeding is prominent due to the firm character 
of the intestinal content. Often the blood is 
bright red and found on the stool. Symptoms 
of obstruction are early in appearance and the 
sigmoidoscopic or x-ray demonstration of the 
single, fixed, indurated, often ulcerated mass with 
a necrotic center makes the diagnosis which 
biopsy confirms. 

In carcinoma of the right side of the colon 
bleeding is usually slight and occult, gross hemor- 
rhage being rare and dependent upon ulceration. 
Dyspeptic symptoms, change in bowel habit, 
anemia and a mass in the right side of the abdo- 
men suggest the condition which is confirmed 
by x-ray, exploratory, and biopsy. 

In metallic poisoning the amount of bleeding 
depends upon the severity of the damage and 
extent of the erosions and ulcerations in the 
mucosa, Bright red and dark blood is passed 
with mucus and diarrheal stools. The severe 
nausea, vomiting, cramps, and prostration, point 
to the diagnosis which chemical tests prove. 

Colitis of the right side of the large bowel is 
found in approximately five per cent of the cases 
of non-specific granulomas of the ileocecal re- 
gion.® In this disease the loss of blood in the 


stool is insignificant and occult, the important 
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symptoms being diarrhea, abdominal pain, fever 
and mass formation. X-ray examination and 
laparotomy make the diagnosis. 

Bleeding is associated with the following con- 
ditions which are not in the scope of this dis- 
cussion, but are included for completeness: car- 
cinoma of the small bowel, typhoid fever, tuber- 
culous enteritis, small bowel injuries, ectopic 
gastric mucosa, mesenteric thrombosis or embo- 
lism, peptic ulcers of the duodenum and stomach, 
carcinoma of the stomach, gastritis, rupture of 
an aneurysm into the stomach or esophagus, car- 
cinoma of the esophagus, swallowed blood, 
pellagra, chronic heart disease with portal con- 
gestion, chronic interstitial nephritis with 
uremia, severe secondary anemia, leukemias, 
purpura hemorrhagica, pernicious anemia, and 
septic infection of the umbilical cord in infants. 

Summarizing, in the majority of cases, gross 
blood that is passed per anum originates in 
lesions of the perianal region or lower alimentary 
canal. For practical purposes these pathologic 
entities are classified according to their anatomic 
positions. Therefore, the following groups are 
differentiated each having its own general type 
of bleeding and associated symptoms: the peri- 
anal, with external bleeding generally independ- 
ent of bowel movement; the anal canal, with a 
small amount of external bleeding associated 
with defecation; the pectinate, with external 
bleeding associated with bowel movement and 
in addition internal bleeding ; the rectal in which 
the bleeding presents all the characteristics of 
hemorrhage per anum and in which pain is less 
prominent than in the preceding groups; and 
last, the colon, in which the bleeding is internal, 
the blood is mixed with the stool, and diarrhea 
is frequently present. 

Finally, one should remember that the investi- 
gation of rectal bleeding demands a complete 
proctologic examination to find the source of the 
hemorrhage and to determine the presence or 
absence of a malignancy. 
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HOT DOGS, COLLEGE AND DEPRESSION 
Once there was a man who lived by the side of the 


road and sold hot dogs. 

He was hard of hearing, so he had no radio. He 
had trouble with his eyes, so he read no newspapers. 
But he sold good hot dogs. He put signs up on the 
highway, telling how good they were. He stood on 
the side of the road and cried, “Buy a hot dog, 
Mister?” And the people bought. 

He increased his meat and bun orders. He bought 
a bigger stove to take care of his trade. He finally 
had his son come home from college to help him. 

But then something happened. His son said, ‘Father, 
haven’t you been listening to the radio? Haven't you 
been reading the newspapers? There’s a big depression 
on. The European situation is terrible. The domestic 
situation is worse. Everything’s going to pot.” 

Whereupon the father thought, “Well, my son’s been 
to college, he reads the papers, and he listens to the 
radio, and he ought to know.” So the father put up 
no more advertising signs, cut down on his meat and 
bun orders, and no longer bothered to stand out on 
the highway to call his wares. And his hot dog sales 
fell off almost overnight. 

“You're right son,’ the father said to the boy. “We 
certainly are in a Great Depression.”—Paul Talbot. 
Courtesy of United Business Service. 





EXAMINATIONS 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 


The next written examination and review of case 
histories (Part I) for Group B candidates will be 
held in various cities of the United States and Canada 
on Saturday, January 6, 1940, at 2:00 P. M. The 
Board announces that it will hold only one Group B, 
Part I, examination this year prior to the final gen- 
eral examination (Part II), instead of two as in 
former years. Candidates who successfully complete 
the Part I examination proceed automatically to the 
Part Il examination held in June, 1940. 

Applications for admission to Group B, Part 1, exam- 
inations must be on file in the Secretary's office not 
later than October 4, 1939. 

The general oral and pathological examinations 
(Part II) for all candidates (Groups A and B) will 
be conducted by the entire Board, meeting in Atlantic 
City, N. J., on June 8, 9, 10, and 11, 1940, imme- 
diately prior to the annual meeting of the American 
Medical Association in New York City. 

Applications for admission to Group A, Part IL 
examinations must be on file in the Secretary’s office 
not later than March 15, 1940. 
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DURATION OF SMALLPOX IMMUNITY 

In 1936 a study was made of smallpox immunity in 
1,053 matriculating college students at Kansas State 
College. In September 1937 David T. Loy and M. W. 
Husband, Manhattan, Kan. (Journal A. M. A., Aug. 
27, 1938), made a similar investigation of 986 students 
with additional data on the duration of smallpox im- 
munity and the effect of multiple vaccinations. In 
summary they state: 1. Of the students who metricu- 
late at Kansas State College (a) approximately one- 
fourth have never been vaccinated against smallpox 
and (b) approximately two-thirds are in some degree 
susceptible to smallpox. 2. Only 5.9 per cent. of the 
1937 group had been vaccinated more than once pre- 
viously. 3. There are about 20 per cent more persons 
with complete immunity in the previously vaccinated 
one to five year group than in the group vaccinated 
from six to ten years previously. 4. There are about 
20 per cent. more persons with complete immunity in 
the multiple previously vaccinated group than in the 
once previously vaccinated group. 5. The method of 
noncompulsory vaccination used has proved to be almost 
100 per cent. acceptable to the student group. 





MALE HORMONE AND DESCENT OF TESTES 


Hamilton, J. B., Anatomical Record, April, 1938. 
Has seen cryptorchid testes of the immature macaque 
descend into the scrotum following adequate adminis- 
tration of testosterone acetate and testosterone pro- 
pionate. There was less edema and scrotal swelling 
than in descent produced by gonadotropic substance. 
Processes considered largely responsible in the produc- 
tion of this descent are (1) growth and elongation of 
the elements of the cord and (2) slight development 
of the scrotum to form more of a pouch for the testes. 
Descent produced by anterior pituitary-like substances 
may be due in part to stimulation of the secretion of 
male hormone, Endocrine treatment may be of value 
in (1) producing descent in certains cryptorchid cases, 
(2) authorizing surgery at an early age instead of 
waiting until puberty to see whether spontaneous 
descent may occur and (3) aiding surgery preopera- 
tively by the development of structures of the cord and 
postoperatively by preventing retraction and tension. 





BUSINESS GIRL 


The amiable old gent visiting a home was trying to 
win the favor of the small daughter. “I’ll give you a 
nickel for a kiss,” he said. “No, thank you,” she re- 
plied sweetly. “I can make more money taking castor 


oil.”—Brotherhood Progress. 





Marriages 


ABE R, EvELoFF, Springfield, Il, to Miss 
Vivian Grebler at St. Louis, July 13. 
THEODORE SIDNEY RALFORD to Miss Ann Irish, 


both of Decatur, Tll., June 20. 
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Personals 


Dr. James J. Callahan, Chicago, discussed 
fractures before the Effingham County Medical 
Society in Effingham, June 13, 

Arnold F. Emeh, Ph.D., has resigned as ex- 
ecutive director of the Chicago Hospital Coun- 
cil to become assistant secretary of the Ameri- 
can Hospital Association. 

Dr, Clement C. Clay, medical assistant to the 
director, University of Chicago Clinics, has re- 
signed to become administrator of St. Barnabas 
Hospital, Minneapolis, succeeding Samuel W. 
Rice, resigned. 

At a joint meeting of the Fulton and McDon- 
ough county medical societies in Bushnell June 
20 Drs. James C. Redington and Frederic E. 
Hambrecht, Galesburg, spoke on “The Diag- 
nosis of Pulmonary Tuberculosis” and “Surgical 
Treatment of Pulmonary Tuberculosis” respec- 
tively, 

Sr. Surg. William H. Slaughter has been ap- 
pointed medica) olficer in charge of the U. 8S. 
Marine Hospital, succeeding Dr. Mark J. White, 
who retired May I. Dr. Slaughter comes from 
‘a similar post in New Orleans, where he was suc- 
ceeded by Dr. Lionel KE. Hooper, Honolulu. 

At a meeting of the Madison County Med- 
ical Society in Alton August 4 the speakers were 
Drs, Isaac A. Abt, Chicago, on “Infant Feed- 
ing First Two Years”; John F. Carey, Joliet. 
“Treatment of the Sick Infant,” and Franklin 
J. Corper, Chicago, “Respiratory Tract Infec- 
tions in Children,” 

Dr. Herbert A. Potts, for many years profes- 
sor of oral surgery at Northwestern University 
medical and dental schools, will retire from the 
dental school at the end of the academic year 
September 1, with the title of professor emeritus. 
Dr. Potts, who also has the degree of doctor of 
dental surgery, has been associated with North- 
western University Dental School since 1908, 
first as lecturer in anesthesia, assistant in oral 
surgery, professor of pathology, instructor in 
oral surgery, assistant professor and since 1921 
professor of oral surgery. He received his de- 
gree in dentistry at Northwestern in 1895 and 
his medical degree in 1901. He retired from 
the medica] school as professor emeritus June 
30, 1938, 

Dr. Morgan J. O’Connell has been invited to 


address the Rock Island County Maternal Wel- 
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“The In- 
dications, Contraindications and Technique of 
Forceps Delivery.” 

Dr. C. C. Maher addressed before the Henry 
County Medical Society, August 24, on the sub- 


ject of “Cardio Renal Disease.” 


fare Committee August 22, subject, 


Dr. Guy Cushing was invited to speak before 
the Henry County Medical Society, August 2 
on the subject of “Acute, Perforating Gastric 
and Duodenal Ulcers. 

Dr. Donald A. R, Morrison, formerly Rocke- 
feller Fellow at the Pennsylvania Hospital for 
Mental and Nervous Diseases, and for the past 
two years instructor in Psychiatry at the Uni- 
versity of Chicago Medical School, has joined 
the staff of the Rogers Memorial Sanitarium, 
Oconomowoc, Wis. 

During the year ending April, 1939, 209 mem- 
bers of the Chicago Medical Society presented 
scientific papers before downstate county med- 
ical societies at the request of the Scientific Serv- 
ice Committee of the Illinois State Medical So- 
ciety. Many others appeared who were not 
scheduled through the main office. 

Franklin J. Corper and Isaac Abt presented 

program on “Infections of the Respiratory 
Tract in Chidren” and “Infant Feeding” be- 
fore the Madison County Medical Society, Au- 
gust 4. 





News Notes 


-There were 2,748 deliveries without a. ma- 
ternal death in the Chicago Lying-In Hospital 
of the University of Chicago during the fiscal 
year ended June 30. In 571 deliveries of the 
hospital’s home service there was but one death. 

—To determine the effectiveness of efforts to- 
ward the control of venereal diseases, a resur- 
vey of all treatment sources is being planned in 
accordance with a request from Dr. Thomas 
Parran, surgeon general, U. S. Public Health 
Service, according to the Chicago Medical So- 
celety Bulletin. A campaign was begun through- 
out the state in June, 1937, to bring patients 
with syphilis under medical care. 

—A survey course for persons actively en- 
gaged in the administration of hospitals will be 
offered evenings at University College, Univer- 
sity of Chicago, during the autumn and winter, 


in cooperation with the American College of 











——t ed 
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Hospital Administrators. Among the lecturers 
will be: Drs, Robin C. Buerki, president of the 
college of hospital administrators; Bert W. Cald- 
well, executive secretary, American Hospital .As- 
ciation; Malcolm TT. MacKachern, associate di- 
rector, American College of Surgeons, and Her- 
man Smith, medical superintendent of Michael 
Reese Hospital. 

—The Institute of Medicine of Chicago of- 
fers again the Joseph A. Capps Prize of $400 
for the most meritorious investigation in medi- 
cine or in the specialties of medicine. Com- 
petition is open to graduates of medical schools 
in Chicago who have completed an internship 
or a year of laboratory work in 1937 or there- 
after, The investigation may also be in the 
fundamental sciences provided the work has a 
definite bearing on a medical problem, Manu- 
scripts must be submitted to the secretary of 
the institute, 86 Kast Randolph Street, Chicago, 
not later than December 31. 

—State fair visitors were invited to have free 
blood tests made by the state department of 
health during the week of the fair, August 12-19. 
Code numbers were used instead of names in 
order to keep the results confidential. A spe- 
cial laboratory was established on the grounds 
and the visitors were invited to see the process 
and hear it explained by a lecturer. The de- 
partment also conducted a “better babies con- 
ference” and presented numerous exhibits and 
demonstrations. Among the latter were an ex- 
hibit on pneumonia, models showing care of 
patients with contagious disease, a modern swim- 
ming pool and a giant tooth showing principles 
of dental hygiene, 

—The cornerstone of the Neuropsychiatric ]n- 
stitute, University of Illinois College of Medi- 
cine, was laid with appropriate ceremonies re- 
cently. Addresses were delivered, among others 
by Arthur Cutts Willard, LL.D., president, Uni- 
versity of Illinois; D. R. Kennicott, regional di- 
rector, PWA; Dr. Richard H. Hutchings, Utica, 
N. Y., and Dr. Adolph Meyer, Baltimore. The 
cornerstone was laid by A, L. Bowen, director 
of the state department of public welfare, and 
the invocation given by Rey, Arthur E, John- 
stone of the Episcopal City Missions. The build- 
ing is expected to be ready for occupancy in the 
fall of 1940. More than $500,000 of the ap- 
proximate cost of $1,300,000 has been supplied 
by PWA funds. The building, which will be 
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eleven stories high, will be used for teaching 
neurology and psychiatry and for research in 
these fields. 

—The state department of health has issued 
a study of mortality trends from 1925 to 1939. 
The general death rate for 1925 was 11.9 per 
thousand of 
10.7. Infant mortality has steadily declined: 
in 1927 it was 64 per thousand live births 


population and for 1958 it was 


and in 1938 it was 41. Deaths of mothers de- 
clined from 5,9 per thousand births in 1925 to 


3.1 in 1938. Heart disease, cancer and dia- 
hetes have increased, but there are more persons 
in the population of an age to suffer these dis- 
eases. The rates from heart disease in 1925 
and in 1938 were 186.9 and 313.5 per hundred 
thousand, respectively. Most of the increase 
occurred among persons of the higher age levels. 
Deaths from cancer rose, a rate of 102.2 per 
hundred thousand in 1925 to a rate of 136.4 in 
1938. Diabetes increased from 19.7 to 27.6 per 
hundred thousand of population. 

—AA total of 505 patients representing twenty- 
two states, Canada, Cuba, South America and 
Spain were treated at the Chicago Tumor Insti- 
tute during its first year of operation, according 
to its initial report recently released. Seventeen 
indigent patients were cared for without any 
referring physicians, There were 4,772 exam- 


inations made during the year: 1,299 x-ray 
diagnostic procedures and 1,975 treatments 


given with radium and 3,576 with x-ray. There 
were about twenty-five classifications of the types 
of cancer. Leading the list were: cancer of the 
breast, 104 cases: larynx, forty-three: cervix and 
uterus, twenty-six each, and tongue, twenty- 
three. The report acknowledges the arrange- 
ment with the veterans’ hospital at Hines which 
has enabled the institute to utilize the clinical 
material at Hines to project special research on 
cancer of the larynx. The report emphasizes the 
need of an experimental laboratory to supple- 
ment the clinical investigations. 
able but funds do not permit this activity. An- 
other need of the institute is a library of cur- 


Space is avail- 


rent periodicals and monographs on cancer. 
During the year postgraduate instruction was 
given to about fifty specialists from a)] parts 
of the United States and from Hawaii, Cuba 
and South America. The teaching program of 
the institute is being developed on a compre- 


hensive scale. The report classifies the program 
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as follows: one year fellowships or traineeships; 
visiting fellows (from one to six months) ; post- 
graduate instruction to radiologists (from one 
to three months); short annual courses (one 
week) and weekly cancer clinics for fourth year 
students at Medical 
School (ninety students). The Chicago Tumor 
March, 1938, char- 
tered in Illinois, not for profit, to conduct re- 
search on the causes, diagnosis and treatment of 


Northwestern University 


Institute, opened in was 


cancer and to train cancer specialists. The in- 
stitute has available 11 Gm. of radium, 10 Gm. 
of which is used in the form of a radium bomb. 
Dr. Max Cutler is director of the institute and 
Dr. Ludwig Hektoen is president of the board 
ot trustees. 

The McLean County Medical Society will hold 
a meeting at the Illinois Hotel, Bloomington, 
[llinois, on September 21. Dr. Rock Sleyster, 
President of the American Medical Association, 
will speak on “Medical Problems of the Day” 
and Dr. M. Herbert Barker of Northwestern 
University Medical School will speak on the 
subject of “Hypertension.” Physicians of cen- 
tral Illinois are invited to attend this meeting 
and reservations for the dinner should be made 
with Dr. H. P. Sloan of Bloomington who is 
in charge of the arrangements. 

Through a grant of $3,000 from the Julius Rosenwald 
Fund to the University of Chicago, x-ray examinations 
of approximately 30,000 patients of the Provident Hos- 
pital Clinic will be made during the next year to as- 
certain the extent of unsuspected tuberculosis. An- 
nouncement of the grant was yesterday by 
Frederic Woodward, Vice President of the University. 


made 


Investigations recently made at the University of 
Chicago indicate that tuberculosis of the lungs is being 
overlooked to a surprising degree. At least one and 
one-half per cent. of the supposedly healthy population 
of the United States have clinically significant tubercu- 
losis of the lungs without any awareness of their con- 
dition, the University study indicates. General com- 
placency over the conquest of tuberculosis, the investi- 
gations suggest, may not be entirely justified. 

The flouroscopic examination of a large group of 
patients through Provident Hospital Clinic will give 
sufficient statistical information for determination of 
the extent of unsuspected tuberculosis. 
registered will be examined, and the families of all 
those found to have the disease also will be examined. 
The Rosenwald Fund gift will provide equipment for 


the examinations. 


All patients 
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Deaths 


Harry Homer DALty, Chicago; Rush Medical Col- 
lege, Chicago, 1902; aged 60; died, May 20, in Kempton 


of cerebral hemorrhage. 


HucH JoHN Durry, Chicago; University of Illinois 
College of Medicine, Chicago, 1911; served during the 
World War; aged 50; on the staff of St. Francis 
Hospital, Evanston, Ill., where he died, May 8. 

Cuauncey E. Exe, Quincy, Ill; Northwestern Uni- 
versity Medical School, Chicago, 1895; member of the 
Illinois State Medical Society; superintendent of the 
Illinois Soldiers’ and Sailors’ Home and Hospital; died, 
May 23, in the Blessing Hospital. 

Tuomas C, HaINLINeE, Seaton, Ill.; Keokuk (Iowa) 
Medical College, 1897; age 81; died, May 19, of an 
injury received in a fall. 

ArtHUR N. House, Kankakee, IIll.; Rush Medical 
College, Chicago, 1893; aged 72; died, May 12, near 
Escalon, Calif., of arteriosclerosis and heart disease. 

Myron Ettis Kaun, Chicago; University of Illinois 
College of Medicine, Chicago, 1915; member of the 
American Academy of Ophthalmology and Oto- 
Laryngology; fellow of the American College of Sur- 
geons; served during the World War; on the staffs of 
the Michael Reese and Sarah Morris hospitals and the 
Winfield (Ill.) Sanatorium; aged 47; died, May 25. 

GeorcE T. Love, Wenona, Ill.; Hospital College of 
Medicine, Louisville, Ky., 1897; a Fellow, A. M. A.; 
aged 66; died, May 1, in St. Mary’s Hospital, Streator. 

JosEPpH F. Miter, Palmer, IIll.; Missouri Medical 
College, St. Louis, 1889; a Fellow, A. M. A.; for many 
years bank president; aged 82; died, May 6, in St. 
Vincent Hospital, Taylorville, of pneumonia. 

LinnAEUS HopGson Prince, Hines, Ill.; Jefferson 
Medical College of Philadelphia, 1900; member of the 
American Association of Pathologists and Bacteriolo- 
gists ; served during the World War; served as patholo- 
gist on the staff of the Veterans Administration Facil- 
ity, where he died, July 8, of arteriosclerosis and cere- 
bral hemorrhage. 

Cart J. FF. Rocuow, Rock Island, Ill.; Rush Medical 
College, Chicago, 1903; a Fellow, A. M. A.; aged 61; 
on the staff of St. Anthony’s Hospital, where he died, 
May 11, of heart disease. 

ALBERT Rusty TRrApp, Lincoln, Ill.; Rush Medical 
College, Chicago, 1901; a Fellow, A. M. A., served dur- 
ing the World War; aged 62; died, May 8, in St. 
John’s Hospital, Springfield, of infection of the pros- 
tate and bladder. 

ArtHUR EpwaArp WitiriAMs, Rock Island, IIL; 
Northwestern Medical School, Chicago, 
1902; member of the Illinois State Medical Society; 
past president of the Rock Island County Medical So- 
ciety ; aged 63; on the staff of St. Anthony’s Hospital, 
where he died, May 25, of heart disease. 

GirForD DEAN Wray Jr., Chicago; School of Medi- 
cine of the Division of Biological Sciences of the Uni- 
versity of Chicago, 1939; aged 24; was found dead, 
May 2, of poison, self administered. 


University 








